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PREFACE 


HIS volume offers to students of psychiatry a comprehen- 

| sive view of dynamic psychiatry. The dynamic trend in 

psychiatry is the result of the impact of psychoanalysis, 

its theory, its method of investigation, and its therapy, upon the 

_ whole ob. psychiatry. Essentially this trend can be defined as the 

advancement of the study of psychiatry from a descriptive into 
an explanatory phase. 

Through the application of the principle of psychological 
motivation to seemingly irrational psychopathological phenom- 
ena, it became possible to understand the deterioration of be- 
havior as seen in neuroses and psychoses, This understanding 
was blocked so long as only the nature of conscious mental proc- 
esses was known, since psychopathological phenomena do not 
follow the rational principles of conscious thought-processes. 
Psychopathology is characterized by regression to the primitive 
forms of unconscious processes similar to those which appear in 
dreams. The similarity between schizophrenic thought-processes 
and dreams was first noticed by Bleuler; the universal significance 
of unconscious processes and their peculiarities was first recog- 
nized by Freud and his followers. 

Before Freud made known his discoveries and theoties, the 
most that psychiatrists could do was to give a valid and detailed _ 
description of the symptomatology of psychiatric conditions, 
just as Cuvier and Linné did in the fields of zoölogy and botany. 
It was only after the principle of evolution was discovered by 
Darwin that their descriptive systems could be replaced by a dy- 
namic concept and the differences between species understood, 

The influence of Freud upon psychiatry was similar. In Eu- 
rope, this influence was at first retarded by the feud which 
grew up between Freud and academic psychiatry and later by 
the deterioration of scientific activities, which followed the 
world wars. In the United States the emotional conflict between 
psychoanalysis and academic psychiatry was more remote and 
did not interfere substantially with the penetration of psycho- 
analytic concepts into psychiatry. ; 
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This penetration began about thi ears ago. The pioneers 
of this seine Sa were ts A. White, Smith Ely 
Jelliffe, and Adolf Meyer. During the last two decades the as- 
similation of psychoanalysis by American psychiatry has gained 
momentum, and in recent years there has been a trend toward 
academic incorporation. 

The impact of psychoanalytic concepts upon scientific devel- 
opments is to be observed on six frontiers. (1) In clinical psy- 
chiatry proper, there have developed a psychopathology, based 
on dynamic concepts, and a psychotherapy, based on etiology. 
(2) On the border line between psychiatry and anthropology 
the study of personality development in. different cultures has 
broadened the concept of basic human nature. The influence of 
parental attitudes in various cultures upon the formation of per- 
sonality has become a focus of interest for a number of anthro- 
pologists who operate primarily with psychoanalytic concepts. 
Their work offers an opportunity for the comparative appraisal 
of cultural factors in the life-story of the individual. This psy- 
choanalytic trend in anthropology has led to a new orientation 
within psychiatry itself, often referred to as “social psychiatry,” 
a deine still in its infancy. (3) In experimental psychology 
another cross-fertilization has taken place, particularly in the 
field of clinical tests. The intimate relation between psychoanaly- 
sis and Rorschach’s original work was the historical starting point 
of this mutual influence. There followed in this country the ex- 
perimental work of Henry A. Murray, whose Thematic Apper- 
ception Test rests entirely on psychoanalytic concepts. (4) In 
animal psychology, particularly with the American disciples of 
Pavlov, another point of contact with psychoanalysis was made. 
While at the beginning the animal experimenters were on the 
receiving side, their experimental study of animals promises an 
increasingly profound influence for the understanding and for? 
mulation of basic laws of organismic behavior. (5) On medicine 
as a whole the influence of psychoanalytic concepts and methods 
is shown in a new orientation: the psychosomatic approach to 
physiology, general pte and therapy. Essential , this is 
the systematic co-ordination of somatic and psychological points 
of view, of somatic and psychological techniques for the study 
and cure of diseases, whether or not they manifest themselves 
primarily in somatic or in psychological symptoms. Because of 
this synthetic tendency, psychiatry is rapidly losing its earlier 
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extra-territorial status in medicine, which came about because 
of the fact that psychiatry, in the study of psychopathological 
phenomena, hadt adape methods er pies he phyecs 
chemical methods universally accepted in medicine. (6) In child 
psychiatry perhaps the greatest influence of psychoanalysis has 
taken place. The child-guidance movement under the pioneering 
influence of Herman Adler and William Healy had developed a 
liberal and experimental outlook and had paved the way for the 
assimilation of psychoanalytic concepts. In therapy with chil- 
dren, psychoanalytic techniques have great possibilities, and in 
this particular area psychiatry can exercise a preventive function, 
the cherished aim of all medical disciplines. 

The outgrowth of this sixfold scientific cross-fertilization is 
what may be termed “dynamic psychiatry.” 

Because of the multidisciplinary nature of our subject, we de- 
cided to publish a multi-author book in which the mutual intet- 
actions of psychoanalysis with allied fields are discussed by ex- 
perts in their respective Fone 
. We have divided the book into three parts. The first deals 
with the basic concepts which have influenced the growth of 
psychiatry proper and. the border-line subjects; the second, with 
clinical application of these concepts; and the third, with the 
extended influence of psychoanalytic theory on the current de- 
velopment in allied fields In the third part we have included 
medicine with the social sciences. The last chapter is a panoramic 
view of the influence of Freud on the subjects which pertain to 


man. 

The advent of dynamic psychiatry is liquidating the isolated 
existence of psychoanalysis. As a therapy, psychoanalysis is being 
reunited with medicine, where it originated as a method of psy- 
chiatry. As a body of theory, it is becoming recognized as a 
Basic science böth in psychiatry and in the social sciences. 

The making of a multiauthor book has its tribulations, in which 
the authors perforce share. We wish to thank our collaborators 
for their efforts in behalf of this volume and for their patience 
in awaiting its appearance. We acknowledge with gratitude the 
untiring and careful help of Roberta Collard in the preparation 
of the manuscript. 

Franz ALEXANDER, M.D. 
Heten Ross 
Cutcaco, ILLINOIS 
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I 


DEVELOPMENT OF THE FUNDAMENTAL 
CONCEPTS OF PSYCHOANALYSIS 


FRANZ ALEXANDER, M.D. 


Discovery OF THE Dynamic Unconscious 


HAT the human personality embraces more than the tra- 

| ditional concept of the conscious mind is a fundamental 

* discovery of Freud. Many of the psychological functions 

of everyday life, such as fantasy, dreaming, and era as 

well as neurotic and psychotic symptoms and impulsive behavior, 

cannot be understood in terms of conscious motivation. They 

become intelligible only when unconscious motivation is recon- 
structed or made conscious. 

The discovery of unconscious motivation had a profound in- 
fluence upon psychiatric thought. It terminated a strange double 
standard which characterized the scientific approach to human 
behavior before the discoveries of Freud. Rational behavior had 
always been explained through conscious motivation, which could 
be established by introspection or by verbal communication. The 
moves of a chess player, for example, were explained not on a 
chemical or elecuiophyitolagical basis but on logical reasoning. 
But when the medical man was confronted with neurotic symp- 
toms and psychotic behavior which appeared irrational and un- 
explainable with common-sense haere Se then he abandoned 
psychological Eausality and postulated some unknown changes 
in brain physiology as ultimate causes. When an adult experi- 
enced fear in high places or when crossing the street or when he 
had the urge to count every object in a room, this was called 
“psychasthenia,” and certain changes in brain physiology were 
assumed. When a person driven by hunger killed someone in 
order to take away his possessions, this was considered a legiti- 
mate problem of psychology. One had only to understand the 
murderer’s motivation to explain his deed. But if a person driven 
by paranoid delusions committed murder, attempts at psycho- 
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logical explanation were abandoned, and unknown changes in 
brain structure or physiology were hypothesized. The answer 
of Freudian psychology to this dichotomy was that both normal 
and pathological mental processes have their physiological side 
and are still Jargely unknown functions of the brain. Both normal 
and pathological mental processes can be explained, however, 
from psychological motivations, There is no fundamental differ- 
ence between psychology and psychopathology: both follow the 
same basic principles. The reason that Boag penlogical proc- 
esses appear irrational, that is to say, do not make sense, lies in the 
fact that they are determined by unconscious processes, which 
are more primitive than the conscious processes. 

The nature of unconscious processes is revealed in dreams, in 
children’s play, in free-floating fantasy, and in neurotic and psy- 
chotic symptoms, Unconscious processes can be understood on 
the basis of psychological causality only when their primitive 
‘nature is recognized. This primitive psychology is preverbal. 
Psychological maturation consists, to a large degree, in learning 
how to substitute mental processes, adjusted to reality, for wish- 
ful and preverbal thinking. Freud maintained that these primitive 
thought-processes and emotional reactions do not decke com- 
pletely at maturation or become entirely transformed in well- 
integrated rational processes, but remain latent in the uncon- 
scious. The conscious mind defends itself against this latent influ- 
ence through the mechanism of repression. Repression is respon- 
sible for the fact that personality is not a homogeneous entity. 

Mental functions can be divided into two groups: rational well- 
integrated functions adapted to reality, and unconscious processes 
which make themselves noticeable directly in dreams, pathologi- 
cal symptoms, and errors of everyday life and indirectly through 
their influence on all mental processes. Their influence upon overt 
behavior is not obvious; but overt behavior can never be explained 
from conscious motivation alone. By means of a process called 
“rationalization,” everyone covers up his unconscious motives 
to some degree with conscious ones, which are often of little dy- 
namic significance. Recognition of this self-deceiving trend in 
man had a revolutionary influence upon contemporary thought 
and has gradually transformed the whole outlook of our era, just 
as the theories of Copernicus and Darwin influenced thinking 
in the past. 

In the first phase of his scientific career, Freud’s main concern 
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was to demonstrate the existence of the dynamie unconscious 
through a study of hypnotic phenomena, hysterical symptoms, 
dreams, and parapraxias of everyday life. Gradually he develo ed 
techniques by which these unconscious processes could be studied 
by the physician and eventually brought into the consciousness 
of the patient. This brings us to the second phase in the develop- 
ment of psychoanalysis. 


DEVELOPMENT OF METHODS FOR THE STUDY OF 
Unconscious PROCESSES 


After hypnosis was abandoned by Freud, his first significant 
methodological discovery was that the spontaneous, uncontrolled, 
so-called “free associations” offer an approach to the study of the 
unconscious. He considered the method of dream interpretation, 
which was based on free association, the most effective technique. 
According to Freud, the dream is the royal road to the uncon- 
scious mind. It represents the intrusion into the conscious mind 
of unconscious processes; it reflects in an almost pure fashion the 
psychology of unconscious processes and offers an unparalleled 
opportunity to study their peculiarities, Neurotic and psychotic 
symptoms are in their dynamics identical with dream processes 
and therefore offer a similarly suitable wedge through which the 
psychological laws of the unconscious mind can be explored. 

The fruitfulness of the psychoanalytic technique is amply doc- 
umented by the theoretical and therapeutic exploits of the first 
two decades of psychoanalytic history, during which Freud and 
his growing number of followers explored the characteristics of 
unconscious thought-processes. This amounted to learning a new 
language, the symbolic language of unconscious processes, which 
differs considerably from the words of conscious thinking. Dur- 
ing these early years the fundamental dynamic processes were 
discovered—repfession, overcompensation, substitution and dis- 
placement, projection, rationalization, sublimation, turning im- 
pulses against the self. Through the discovery of the modes of 
emotional expression and thought on the preverbal level, the sense 
of all psychopathological phenomena revealed itself. Psychologi- 
cal common sense was applied to psychopathology, a field where 
this had not been possible before. Common-sense psychology, 
however, had to undergo certain modifications in order to become 
useful in deciphering the meaning of unconscious processes. This 
is the essence of what is known as “psychoanalytic interpretation.” 
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The methodological significance of the procedure of interpreta- 
tion is so fundamental that we shall interpolate a brief discussion.! 


PSYCHOANALYTIC METHOD OF INVESTIGATION 


Every science is based on the systematic development and re- 
finement of the methods of observation and reasoning used in 
everyday life. Psychoanalysis, unlike earlier psychological meth- 
ods, has refined the methods of common sense used to understand 
another person’s motivations and actions. 

Common sense itself is a complex faculty. It is based primarily 
on the fact that the observer and the observed are similar to each 
other. Both are human personalities. Through speech, they can 
convey their motivations to each other. This similarity allows 
identification. Knowing one’s own motivations, one can easily 
extrapolate them to another person. This similarity between ob- 
served and observer obtains in no other science; it is character- 
istic of psychology alone. All psychological methods which fail 
to recognize and exploit this unique advantage have only a limited 
value for the study of human personality. So long as psycholo- 
gists tried to imitate the methods of the ee sciences 
and neglected to use and develop the natural faculty for under- 
standing the mental processes of another person, psychology as a 
science of human personality could not develop. 

Understanding another individual’s mental situation through 
common sense fone however, is not a reliable method. It is not 
sufficiently precise for scientific inquiry because of several sources 
of error. One of the main contributions of Freud’s psychoanaly- 
sis was to improve and enlarge common-sense understanding. 
Four sources of error are inherent in psychological common 
sense: 

1, Under ordinary conditions a person has no special reason 
to disclose his real motivations to another by verbal communi- 
cation. 

2. It is impossible to give a full account of one’s motivations 
because many of them the individual himself does not know. 

3. The vast extent of individual differences makes identifica- 
tion difficult, sometimes impossible. This is best seen if one tries 
to understand the mental situation of another person whose lan- 
guage one does not understand. The greater the difference be- 


1. This methodological contribution of Freud’s psychology was discussed by 
the author in an address given before the Harvey Society in 1930. 
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tween two minds, the greater the difficulty of mutual under- 
standing. Difficulties in understanding the behavior of young 
children, savages, psychotics, and neurotics are due to just these 
divergences in mentality. 

4. Every observer has some blind spots due to his own repres- 
sions. Either he will overlook in the other person those motiva- 
tions which he tries to exclude from his own consciousness, or he 
will project them into the other person, discovering the mote 
in his fellow-man’s eye while not noting the beam in his own. 
The obstacle which one’s own repressions constitute against un- 
derstanding others can be appreciated if one realizes that the uni- 
formity and harmony of de conscious mind are guaranteed by 
repressions. To become an adult, it is necessary to “forget” infan- 
tile ways of thinking. The latter is to a much higher degree sub- 
ject td the pleasure principle than is adult mentality, which has to 
adjust itself to reality. The difficulty in understanding children, 
savages, neurotics, and psychotics is therefore due not only to the 
difference between their mentality and ours but also to the re- 
pressing forces within ourselves. In order to become a rational 
adult, the primitive functions of the mind must be transformed 
into co-ordinated rational processes. ‘The phenomenon of dreams 
alone shows clearly, however, that the substitution of rational 
functions for more primitive processes is not complete. The con- 
scious mind has to defend itself against following the universal 
trend to regress to primitive forms of thought. Every night such 
a regression takes place during sleep. Under external stress as a 
result of traumatic experiences, such a regression shows itself in 
neurotic or psychotic symptoms or in unrestrained behavior. 

By means of the psychoanalytic technique, these four sources 
of error, if not eliminated, have been reduced to such a degree 
that psychology has become a science of the personality. The dis- 
irtclination of a person to give a full account of his mental state 
is reduced in psychoanalysis because of the therapeutic situation. 
The sick person, in the hope of being cured by the help of the 
physician, is more willing than the well person to put aside the 
usual restraints against revealing his most intimate feelings, as is 
required by the method of free association. In free association, 
thoughts and ideas can emerge which are usually forced out of 
the focus of attention. The patient’s desire to be cured is an almost 
indispensable factor in psychological investigation, for it alone 
guarantees a willingness for unreserved self-revelation. As a pre- 
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requisite of the methodical study of another person’s mind, this 
type of patient-physician relationship has not been replaced by 
any other human situation. It is matched only by religious con- 
fession in respect to its frankness and the desire to reveal one’s 
self. Religious confession, however, does not utilize the confes- 
sional situation for scientific study but for giving relief to the 
distressed mind. 

The second source of error—the inability to reveal one’s self 
completely because of repressions—is met by the analytical tech- 
nique in two ways. Through free association the conscious con- 
trol of mental processes is eliminated, thus allowing a more spon- 
taneous expression of ideas which otherwise would not appear 
in the stream of consciousness, Abandoning conscious control, 
however, does not mean that the patient is freed from his repres- 
sions. The effectiveness of the repression is diminished, since con- 
scious control and repression work in the same direction—to keep 
tepressed thoughts out of the conscious mind. With the elimina- 
tion of the one factor, the equilibrium between the tendency of 
repressed mental content to appear in consciousness and the op- 
posing force which excludes it from consciousness is changed in 
favor of the former. Another factor which favors the process of 
self-revelation lies in the emotional rapport between patient and 
therapist. As soon as the patient becomes convinced that he is not 
being judged by the therapist, that the latter wants only to un- 
derstand him, frank communication becomes possible. 

It is most difficult to eliminate the third source of error—the 
difference between observer and observed. Differences of lan- 
guage and culture as well as of sex and age can be bridged, how- 
ever, by consistent and prolonged study in frequent and con- 
tinued interviews over a long period of time. The fact that neu- 
rotic symptoms, like dreams, are manifestations of unconscious 
processes makes them difficult to understand by rational common 
sense. Painstaking study of these more primitive preverbal men- 
tal processes has resulted in a knowledge which allows their trans- 
lation into verbal thought-processes used by common-sense psy- 
chology. 

The last source of error—the observer’s own repressions—is re- 
duced by the training analysis which is required in every psycho- 
analyst’s training. sapien his own analysis, the physician clears 
up those “blind spots” which result from repression: 

With these measures, psychoanalysis has developed a technique 
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of investigation which is adapted to the special nature of psycho- 
logical phenomena. By this method it has produced a theory of 
personality which made possible the treatment of mental disturb- 
ances on an etiological basis. 

The dynamic principles established by the psychoanalytic 
method are valid in themselves and independent of the generali- 
zations and speculations concerning the ultimate nature of psy- 
chological forces. The laws of optics are valid, although physicists 
still disagree concerning the ultimate nature of light. The dynamic 
principles of psychoanalysis are independent of theories concern- 
ing the ultimate nature of the instincts. Without a brief sketch 
of what is called the “theory of instinct,” however, the history of 
psychoanalytic thought would not be complete. This will be pre- 
sented, later in the chapter. 


Funcrions OF THE Eco 


Before the publication of The Ego and the Id (1923), Freud 
and his followers focused their attention chiefly upon the inter- 
ar of repressed psychological content. Through a relent- 
ess study of dreams and other psychological phenomena in which 
the nature of unconscious processes is revealed, they developed 
the art of interpretation to a fine and precise instrument. In The 
Ego and the Id, Freud made the first attempt to visualize the total 
structure and functioning of what he called the “mental appa- 
ratus.” He distinguished three structurally different parts: the id, 
the ego, and the superego (chap. iv). The id is the original 
power-house of the mental apparatus; it contains the inherited 
instinctive forces which at birth are not yet organized into a co- 
ordinated system. The ego is conceived as a product of develop- 
ment which consists in the adaptation of the inherited instinctive 
drives to one another and to the environment. The superego, too, 
is the precipitate of adaptation; it represents the incorporation 
of parental attitudes which are determined by the existing cul- 
tural standards. After maturation the ego becomes the dynamic 
center of behavior. Most important in this theory was the con- 
ception that mental functions have relationship to the total or- 
ganism. The ego’s function, according to Freud, is to carry out 
what is ordinarily considered co-ordinated rational behavior and 
is aimed at maintaining a constant condition (level of excitation) 
within the organism (stability principle). It is a homeostatic 
function. The homeostatic equilibrium is constantly disturbed 
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by the life-process itself, by biological needs which arise within 
the organism, and by external stimuli. In satisfying biological 
needs and in defending the organism against excessive external 
stimulation, the ego performs its homeostatic task with the help 
of four basic faculties: (1) internal perception of instinctive 
needs, (2) external perception of existing conditions upon which 
the gratification of subjective needs depends, (3) the integrative 
faculty by which the ego co-ordinates instinctive urges with one 
another and with the requirements of the superego and adapts 
them to the environmental conditions, and (4) the executive fac- 
ulty by which it controls voluntary behavior. Through the latter, 
the ego can implement the results of its integrative function, 
which consists fundamentally in the rational cognitive faculty. 

In performing this function (homeostasis), the ego has to 
struggle continually against the primitive dynamic trend exist- 
ing within the organism, namely, the tendency of every psycho- 
logical urge to seek immediate gratification. This tendency, char- 
acteristic of the infant, is what Freud called the “pleasure-pain 
principle.” He assumed that the gratification of every subjective 
need is connected with pleasure; its frustration, with pain. To 
relieve immediately any painful tension and to obtain immediate 
pleasure is the fundamental primitive motivating force within the 
organism, 

This pleasure-pain principle, however, eventually causes more 
pain for the organism than pleasure, since immediate gratification 
often has painful consequences and may endanger survival. Under 
the influence of adverse experiences, the ego gradually develops 
the capacity to co-ordinate psychological impulses with one an- 
other and to adapt them to external conditions in a way that 
assures the best possible outcome in a given situation. The ego 
learns to postpone certain desires when satisfactibn might endan- 
ger more important urges. It learns to compromise, to modify 
the desires, to subordinate less important to more important 
needs. In other words, the ego learns what is considered rational 
behavior. Because rational behavior appears to most adults as 
something natural, requiring no further explanation, its study has 
been neglected for many years.? 


2. Recently, Thomas French has focused his main interest on analyzing the 
principles of rational behavior and describing in more detail what Freud called 
the “reality principle” (see The Integration of Behavior, Vol. 1: Basic Postulates 
[Chicago: University of Chicago Press, 1952]). 
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Well co-ordinated rational behavior is acquired by an arduous 
process of learning. Through continual groping experimentation 
the ego finds adequate behavior patterns, and through repetition 
their performance becomes routinized, automatic, and hence less 
energy-consuming. This tendency to accomplish the homeostatic 
task with a minimum expenditure of energy through repetition is 
the economy principle. Because the organism constantly changes 
during the process of growth and because conditions in the en- 
vironment also change, it is necessary for the ego constantly to 
modify adaptive behavior patterns acquired earlier in the indi- 
vidual’s life. Each change requires renewed experimentation until 
new adaptations are learned. Because of the economy principle, 
however, there is a tendency to p old behavior patterns and to 
resist learning new ones. This manifestation of the economy prin- 
ciple ĉan be aptly termed the “inertia principle.” The phenomena 
of fixation, regression, and repetition compulsion are all based on 
the inertia principle. “Fixation” designates the tendency to retain 
previously successful behavior patterns. “Regression” is the tend- ~ 
ency to return to them whenever new adjustments are required 
which are beyond the ego’s integrative capacity. Regression is 
most common under experiences so traumatic that there follows 
a disintegration of the arduously acquired adaptive pattern into 
its constituent parts. These “parts” are ages acquired earlier 
and gradually woven into more complex integrated behavior. 
“Repetition compulsion” is the propensity to repeat previously 
acquired patterns in accordance with the general principle of 
economy (inertia) instead of undertaking the energy-consuming 
task of finding new ways of behavior through the integrative 
process. 

The human being does not learn everything through trial and 
error. “Identification” is another method of learning, a process 
by which the growing child takes over behavior patterns and 
attitudes from adults, 

For the understanding of psychopathology, it is important to 
note that co-ordinated rational behavior can be maintained only 
through a constant struggle on the part of the ego, because the 
instinctual tendencies retain their original inclination for imme- 
diate gratification. This is the original basis of Freud’s structural 
concept of differentiation between ego and id. He assumed that a 
tendency toward nonco-ordinated, isolated gratification is always 
present and manifests itself in all those psychological phenomena 
which are not rational or co-ordinated, such as dreams, free fan- 
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tasy, impulsive behavior, and all that is known as “psychopatho- 
logical.” Whenever the ego is threatened by impulses which are 
not in harmony with its accepted standards or reality, a conflict 
and concomitant anxiety arise. To anxiety the ego reacts by de- 
fenses which are erected against these tendencies threatening from 
within. These defenses are partly bulwarks which favor repres- 
sion, such as overcompensation or rationalization, and partly vents 
by which the repudiated tendencies can find an outlet, such as 
projection, substitution, displacement, or turning impulses di- 
rected against external objects against the self. Mental disease 
represents a failure of the ego to secure gratification for sub- 
jective needs in a harmonious and reality-adjusted manner and a 
breakdown of the defenses by which it tries to neutralize impulses 
that cannot be harmonized with internal standards and external 


reality. S 


DerENsES OF THE Eco 


1. Repression—Whenever the ego fails in its integrative task 
of co-ordinating impulses with one another and with the existing 
environmental conditions, it adopts one or more of the defensive 
mechanisms it learned in earlier years. The basic mechanism con- 
sists in excluding from the consciousness the psychological con- 
tent which it is unable to include harmoniously in its scope. This 
is called “repression” and was considered by Freud as the prin- 
cipal defense of the infantile ego, which has not the capacity to 
withstand temptation, postpone, or modify by compromise the 
gratification of an impulse. Whatever impulse appears in con- 
sciousness has to be converted into action immediately. Repres- 
sion remains, therefore, the only effective defense. Repressed im- 
pulses, however, do not cease to exist merely by exclusion from 
consciousness and thereby from motor expression. To deal with 
the tension of these pent-up impulses the ego hasto resort to fur- 
ther defenses, which can be classified in two groups: (a) further 
reinforcements of repression or (b) substitute vents by which 
the original impulses can find at least a partial, modified ego syn- 
tonic release and by which their pressure is decreased. 

2. Overcompensation.—The ego may make use of an accept- 
able attitude to help an ego-alien attitude stay repressed. Thus 
pity may cover up unconscious cruelty, shyness can serve as a de- 
fense against exhibitionism, temerity against timidity, and boast- 
ful conceit against a feeling of inferiority. The conscious attitude 
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in these instances is the polar opposite of the repressed ego-alien 
tendency. 

One of the most important overcompensations is that of love 
by hate or hate by love. This is observed when either love, such 
as homosexual desire, or hate directed against a benefactor be- 
comes unacceptable to the ego. This attitude is based on the clini- 
cally important phenomenon of ambivalence—love and hatred 
toward the same person. A certain amount of ambivalence is uni- 
versal, because the narcissistic nucleus of the personality “hates” 
every loved object which depletes the e; o’s self-love. The utili- 
zation of one component of the ambivalent conflict in order to 
keep the other in repression is therefore a very common phe- 
nomenon. 

3. Rationalization.—This is a common technique by which the 
ego keeps certain tendencies repressed. Rationalization means the 
selection from coexisting motivations of those most acceptable 
to the ego. Emphasis upon the acceptable motivation allows the 
ego to keep the unacceptable repressed, since the selected motives 
can sufficiently explain the act in question (“I attack him because 
he is wrong and not because I envy him”). 

4. Identification.—Under certain conditions the mechanism of 
identification which plays such an important role in the healthy 
growth of the ego may become a defensive measure. Most com- 
mon is identification with an object (a person) lost in bereave- 
ment or by separation or rejection. The ego in a way re-establishes 
the lost one by identifying itself with that person. Identification 
with a powerful enemy is another use of identification as a de- 
fense. $ assuming the qualities of the opponent, anxiety is 
mastered. 

5. Substitution and displacement.—Another common defensive 
measure consists in displacing an emotional attitude from one ob- 
ject to another. Ph this vay atred can be diverted from the per- 
son, whom to hate would cause conflict, to someone else, who 
may be justifiably disliked. Sometimes not the person but the act 
which is objectionable is replaced by another less objectionable 
one. This defense is characterized as “substitution.” A murderous 
impulse may be replaced by a minor aggression or released by 
some impersonal destrüctive act, such as wood-chopping or box- 
ing atthe punch ball. ~ 

6. Sublimation—The defense most important to society con- 
sists in substituting for an unacceptable tendency another one 
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which is appropriate for relieving the original tendency and at 
the same time has a socially useful aspect. Common examples are 
the substitution of all forms of creativity for sexual impulses or 
certain activities by which inanimate nature can be mastered for 
hostile aggressive tendencies. 

7. Projection.—When a repressed tendency can no longer be 
kept’ out of consciousness, a radical defense my become neces- 
sary. An example is attributing a repressed tendency to another 
person. The ego can neither accept the subjective tendency as its 
own nor repress it. The only solution is then to deny its belong- 

) ing to the scope of one’s own pense. Through projection 
| the ego abandons, to some degree at least, its reality-testing func- 
| tion by misinterpreting reality and thus returns to a primitive 
| stage of development when external reality and internal (psycho- 
| logical) reality were not yet differentiated. 
| 8. Provocative behavior—In provocative behavior a person 
may express his original ek against another person by in- 
ducing the other person to attack first, One’s own aggressive be- 
havior then appears as self-defense; this allows one to express one’s 
hostility without internal conflict and at the same time keep one’s 
. motivations repressed. Me 

9. Turning feelings toward one’s self —Another defense against 
unacceptable tendencies which threaten to break through the bar- 
rier of repression is turning them against one’s self. Instead of 
expressing hostility or hatred against another person, the hatred 
is turned against the own self in the form of self-criticism and 
self-accusation. By the same mechanism, the feeling of love can 
be withdrawn from another person and turned into self-love. 

10. Isolation. —Isolation is a technique mainly restricted to com- 
pulsive neurosis. Ego-alien tendencies which appear in conscious- 
ness are separated from the rest of the mental sontent and thus 
made innocuous, The patient may master his neurotic anxiety by 
carefully separating acceptable psychological content from the 
objectionable. This is the basis of many compulsive rituals— 
touching, washing, and all kinds of avoidances of trivial activi- 
ties, 

11. Regression. —Already described is thé universal trend to- 
ward regression. An ego-alien tendency—for example, a sexual 
urge toward a tabooed person—can be replaced regressively by 
some pregenital, less objectionable attitude toward the same per- 
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son. Sexual desire may then be evaded by means of a dependent 
attitude, which has no obvious sexual connotation. 1% 

Regression is a universal mechanism. It is accentuated in neu- 
rosis. In fact, every neurotic symptom has a regressive connota- 
tion, inasmuch as adequate co-ordinated behavior is replaced by 
activities in fantasy, the content of which always shows a return 
to previous modes of gratification. p 

12. Defense against guilt feelings—Defense mechanisms b 
which guilt feelings are prevented from becoming conscious are 
the most complex of all. Most phenomena qualified by the ex- 
pression “masochistic” belong to this type of defense. By inflict- 
ing punishment upon one’s self or provoking suffering, guilt 
feelings can be reduced or eliminated without the person’s be- 
coming conscious of their nature. 

Like regression, these masochistic defenses have an outstanding 
significance in psychopathology because they are ubiquitous in” 
neurotic processes. Regression to earlier modes of gratification— 

eit and oedipal fixations—creates of necessity either guilt 
Pie or feelings of inferiority or both. Owing to the deep- 
rooted emotional syllogism that suffering atones for guilt, guilt 
feelings and anxiety can be temporarily removed from conscious- 
ness aes atonement by means of suffering. 

13. Defenses against inferiority feelings.—Regression to earlier 
dependent states creates inferiority feelings (shame) which many 

atients try to repress and keep repressed by overcompensatory 
En (counterphobic behavior). This is partigilarty notice- 
able in delinquent behavior. Many wanton violations of law are 
motivated by See repressed inferiority feelings, which the de- 
linquent denies by flaunting his independence and courage in de- 
structive and aggressive behavior (see above, Sec. 2, “Overcom- 
pensation”). 

14. Conversion. —Ego-alien tendencies may be thoroughly re- 
pressed and find no Rn on the psychological level or in 
co-ordinated behavior. The pent-up tension may then be relieved 
by changes in the field of the skeletal and laryngeal muscles or in 
the sense organs. These changes (paralyses, muscular contractions, 
spasms, convulsions, different kinds of sensory symptoms, such as 
anaesthesia and paresthesia or blindness and deafness) have a sym- 
bolic meaning and serve both the expression and the negation of 
the repressed ego-alien tendencies: 

In the foregoing pages we have discussed the dynamic processes 
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underlying the functions of the ego and its ways and means of 
dealing with instinctual forces. As stated before, these dynamic 
formulations are independent of speculations concerning the ulti- 
mate nature of the instinctual forces. Now we shall attempt to 
outline briefly the development of psychoanalytic views about 
the nature of the instincts. 


THEORY OF INSTINCTS 


Originally, Freud assumed the existence of two basic instincts, 
the instinct of self-preservation and the sex instinct. He referred 
to them as “ego instinct” (Ich-triebe) and “libido.” All observed 
psychological forces motivating behavior were considered as de- 
rivatives of one of these basic instincts. An antagonism between 
the two categories was assumed because sexual strivings were 
those commonly found to be repressed. Neurotic symptoms 
‘could be explained as substitute expressions of repressed, and thus 
frustrated, sexual strivings. The ego instincts tend to preserve 
the integrity of the organism, which is ofteri threatened by sexual 
strivings not in accord with existing social standards. Incestuous 
cravings of the child and hostile feelings directed against the 
parent of the other sex are commonly repressed tendencies. 

_ The distinction between ego instincts and sexual libido soon 

led to theoretical difficulties. When the existence of infantile 
sexuality was recognized, the concept of libido had to be ex- 
tended to include not only race preservation but also the infantile 
manifestations of sexuality which have nothing to do with propa- 
gation. The latter center around the vegetative functions, which 
are in the service of self-preservation—pleasure sensations during 
sucking, the excremental act, and the exercise of muscles. In fact, 
most biological functions are the source of pleasure sensations 
which resemble the later sexual gratifications. Oral, anal, urethral, 
and muscular eroticism are connected with nutrition, excretion, 
grasping, and locomotion, which ultimately become subservient 
to self-preservation. Moreover, the emotional content of infantile 
sexuality is completely self-centered. Since the main object of 
these erotic interests is the child’s own person, Freud called this 
form of libido “narcissistic.” As soon as it was recognized that the 
first object of love is the self, the distinction between self-preser- 
vation and sexuality became contradictory. 

The distinction between narcissistic libido and object libido 
called attention to the fact that love may be directed toward the 
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self or toward other objects. The self-centered libido, however, 
could no longer be distinguished from self-preservation. Essen- 
tially, all functions of self-preservation were included in libido 
except aggression, which was relegated to the category of ego 
instincts. In the form of sadism, however, the aggressive hostile 
impulse also assumes a libidinous connotation. This made obvious 
the inconsistency of the original distinction between self-preserv- 
ative and sexual instincts. Hostility remained the only manifes- 
tation of the ego instinct, and even this could not be claimed as 
nonsexual, at least certainly not on a phenomenological basis. 
Jung proposed a solution to this by abandoning Freud’s dualism 
and attributing everything to libido. The Jungian “libido” be- 
came similar to Bergson’s “élan vital” or to the notions of the 
German vitalists. 

Freud was fully aware of the theoretical difficulties of the origi- 
nal libido theory, but only in 1920 did he revise his theory. He 
then introduced a new dualistic concept of instincts: life and 
death. He assumed an erotic principle which is a binding force 
and corresponds basically to the anabolic phase of metabolism. 
The upbuilding tendency is a manifestation of the erotic life- 
instinct. This force is opposed by the death instinct, which is a 
disintegrating force and appears biologically in biochemical ca- 
tabolism. The two tendencies, according to Freud, are always 
mixed in their actual psychological manifestations. The erotic in- 
stinct has a narcissistic phase when it is self-preservative. In ma- 
ture organisms it attracts the sexes to each other, and it then 
becomes race-preservative. » 

It is obvious that the theory of life and death instincts was no 
longer an attempt to describe instinctual forces but rather a philo- 

_ sophical abstraction. It contained, however, a valuable nucleus in 
distinguishing two basic vectors in the life-process—one upbuild- 
ing (anabolic) afid one disruptive (catabolic). This paved the 
way for the psychosomatic view of the instinctual life which de- 
veloped with increasing knowledge of the integrative functions 
of the organism as a whole. % 

This psychosomatic theory of sexuality attempts to reconcile 
both the psychology and the physiology of all Me widely di- 
versified behavioral phenomena which have one feature in com- _ 
mon—that they yield erotic gratification. This common feature 
was what induced Freud to consider physical pleasure sensations, 
such as thumbsucking or the excitation of the anal zone, as sexual 
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in nature. The most convincing observation was that a child may 
induce an erection by thumbsucking. Further studies have shown 
that many other functions of the body can yield erotic pleasure, 
such as urination, locomotion, looking, etc. Equally si nificant 
is the fact that all intense emotions can become the psychological _ 
content of sexual excitation. The craving to be loved and to love 
others, which is accompanied by the desire for bodily contact, 
is by no means the only content of sexual desires. The sadistic 
impulse to hurt, the inclination to suffer pain and humiliation, 
curiosity about sexuality, vanity about one’s own body, with the 
wish to expose it in order to become the center of attention—all 
these may Bs emotional sources of the sexual impulse but may be 
expressed also without physical sexual connotation. On the basis of 
such observation, Freud concluded originally that sexuality is not 
dependent on a special emotional sta but has a quantitative 
basis; it is a special form of emotional discharge. Later he aban- 
doned this view and attributed to sexuality a specific quality. 

| The fact that the same emotional tension, such as love or hate, 
can be discharged both in a sexual and in a nonsexual manner 
strongly supports the view that sexuality should be considered 
a specific form of discharge for any psychological tension. The 
peculiar nature of the sexual discharge can be understood from 
the Be characteristics of sexual phenomena and from 
their biological function. Hostile aggressive behavior against a 
person who threatens one’s security differs in many respects from 
wanton cruelty carried out as a form of sexual gratification. The 
first type of aggressive behavior is subservient to the practical 
goal of defending one’s own interest. In the second type inflicting 
pain is a goal in itself, not subordinated to the interest of the total 

“or: f : 

The same difference obtains in all other forms of sexual dis- 
charge. In scoptophilia, which is an erotic henomenon, watch- 
ing, observing, and satisfying curiosity are aims in themselves and 
are not substitutes for another goal. Learning about something, 
the knowledge of which is essential for self-preservation, is the 
nonsexual counterpart of scoptophilia. In the latter form of curi- 
osity, self-preservation is the main goal; watching and finding out | 
something are subordinated to it. è 

The same obtains to masochism. ing a heavy knapsack 
isa form of suffering the tourist has to endure in order to be com- 

-fortable when he reaches the mountain peak. It is not a source of 
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pleasure but a necessary evil. This is not masochism but rational 
well-adjusted behavior. As soon as suffering becomes an aim 
itself, however, it assumes the concentration of sexual gratifica- 
tion. This is called “masochism.” 

Likewise, the early erotic preoccupations of the infant, such as 
thumbsucking or retention of excrement, are independent of the 
vegetative functions to which they are related: eating and the 
excremental act. Thumbsucking is not subservient to the utili- 
tarian function of eating. It is carried out entirely as a source of 
pleasure, without serving any physiological function in the inter- 
est of the whole organism. Psychoanalysis postulated that the ex- 
ercise of voluntary muscles may yield erotic gratification which 
is called “muscle eroticism.” In early infancy the unco-ordinated 
movements of the child are not yet subordinated to any utili- 
tarian goal and probably, have the sole function of erotic dis- 
charge. 

The psychosomatic view of sexuality here proposed attempts 
to assemble all the above observations into a comprehensive pic- 
ture. The outstanding feature characteristic of all those phenom- 
ena which have an erotic connotation is that they discharge an 
excess of excitation. The nature of the excitation may be love, 
hate, curiosity, suffering, vanity—in fact, it includes the whole 
gamut of human emotions. Sexuality discharges any excess exci- 
tation, regardless of its wur The sexual discharge of impulses 
is not integrated with other functions in the service of self-preser- 
vation. The same impulses, if co-ordinated into utilitarian func- 
tions, lose their sexual connotation. 

The biological function of mature sexuality is propagation. 
When’the organism reaches the limit of its growth, it can no 
longer increase and must divide. Cell division—the prototype of 
propagation—can be considered as the continuation of the rocess 
of growth beyond the limits of the individual unit, the cell. Sur- 

lus organic matter which cannot be integrated in a single bio- 
logical unit is expelled and becomes a new organism. In multi- 
cellular organisms the same basic process takes place in a more 
complex manner. Propagation, then, results from surplus gener- 
ated by growth. The psychological counterpart of this process is 
mature love. After the maturing organism becomes saturated with 
narcissistic love, there is an overflow of emotion, and.other per- 
sons become the objects of this love: narcissistic love gives way 
to object love, : 
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The pregenital manifestations of sexuality can be understood 
as manifestations of excitation which is in excess of what is needed 


for self-preservative aims. An excess of the incorporative urge ~ 


which is no longer serving the utilitarian aim of satisfying hunger 
appears in thumbsucking or some other oral play (oral eroticism). 
Likewise, the anal manifestations of sexuality are not subservient 
to the excremental functions but serve mainly to relieve an excess 
of excitation (anal eroticism). 

Erotic phenomena have a playful quality—in fact, all play ac- 
tivities are erotic in nature. For this reason, Eros is personified 
as a child. Most of the infant’s self-preservative needs are met by 
the help of adults; many of his body functions are exercised 
mainly for the discharge of surplus excitation and for no utili- 
tarian goal. From birth on, only the basic vegetative functions 
serve the vital needs of the organism. The sense organs and the 
muscles are not yet co-ordinated to serve utilitarian needs. The 
unco-ordinated movements of the infant are not suited for grab- 
bing or locomotion and are carried out only for pleasurable dis- 
charge of tensions, as in the form of muscle eroticism. The racing 
colt exuberantly uses his accumulated energies, serving no pur- — 
pose. The sense organs also are used for the sake of pleasurable 
activity alone. The eyes see for the sake of scoptophilic pleasure, 
and the hands touch for the sake of experiencing pleasant tactile 
sensations. Gradually, with growth toward independence, the . 
functions which originally were practiced in a playful fashion 
become integrated for the utilitarian goals of existence. Now the ~ 
eyes are used to find the food, the extremities to approach and to 
grab it. Erotic play gives place gradually to self-preservative func- 
tions; yet surplus energy in excess of the needs of self-preserva- 
tion may be discharged in an erotic manner also in adult life. 
Finally, after the organism has reached the limits of growth, sur- 
plus intake in excess over expenditure is discharged in the form of ` 
propagation or its sublimated equivalents: in productive and cre- 
ative activities, 

This surplus theory of sexuality receives its strongest support 
from physiology. In the mature organism sexual excitation is dis- 
charged primarily through the genitourinary system, the physio- 
logical function of which consists precisely in discharging Body 
products and emotional tensions which are no longer useful for 
the self-preservation of the organism. Physically, it discharges 
cither waste or germ cells, which are not integrated with the rest 


Development of the Fundamental Concepts 21 


of the organism. Psychologically, the manifestations of sexuality 
consist in discharging tensions for their own sake, tensions which 
are not subordinated to the needs of the total organism. Sexuality, 
with its physiological and psychological manifestation, can be 
considered as a drainage system of all energies which are not 
needed for the preservation of individual life and are in excess of 
the needs of the organism. The specific organ of this kind of dis- 
charge is the genitourinary tract. 

The significant role = sexuality in neurotic disturbances be- 
comes evident in the light of this view. Whenever the ego cannot 
carry out its homeostatic function of finding adequate gratifica- 
tion for subjective needs in harmony with the total personality, 
tensions accumulate which are not integrated with the total needs 
of the organism. Such unintegrated tendencies seek expression 
through sexual channels. When mature State of the genital 
level is inhibited, the pent-up tensions seek regressive sexual ex- 
pressions, which are in conflict with the accepted ego standards. 
In perversion they find direct pregenital expression, whereas in 
neurosis the ego defends itself against these infantile sexual striv- 
ings. As a result, substitute expressions are created as vents, in the 
form of neurotic symptoms. The latter are expressions of regres- 
sive strivings and of the ego’s defenses against these unacceptable 
tendencies. In this view, Freud’s original formulation, that neu- 
rotic symptoms are the negatives of perversions, finds a new con- 
firmation. 


Dynamics or Eco DEVELOPMENT 


Growth and maturation are fundamental attributes of all living 
organisms. Lifeless machines, no matter how Haie in per- 
formance, become old and rusty with time. Before the human 
organism becomes old and rusty, it passes through a cycle that is 
basically the same in every living being: growth until maturation 
characterized by the faculty of propagation, then decline until 
death. In the human organism this cycle consists of prenatal 
growth until birth, then infancy, childhood, pubescence, matu- 
rity, senescence, and death. s Ä 

One of the features of this cycle specific for man is the pro- 
longed biological helplessness of the infant. For this, there is no 
parallel in the animal kingdom, This comparatively long duration 
of dependent infancy offers a clue to many riddles of human de- 
velopment, The human infant, unlike most animals at birth, is not 
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fully equipped with inherited automatic behavior patterns needed 
for independent existence, consequently, he must learn these 
functions through trial and error. The biological symbiosis be- 
tween infant and mother continues for a while after birth but 
gradually yields to independent existence. First in nutrition, later 
in locomotion, and still later in his orientation to the world, the 
child becomes more and more independent, an achievement at- 
tained through the process of learning. In this process his identifi- 
cation with adults is of the greatest importance. This comparative- 
ly prolonged period of dependence, during which the infant, un- 
der parental guidance, gradually learns the ways and means of 
independent existence, accounts for the great variety of personal- 
ities found in the human species. The infant represents an ex- 
tremely pliable yet unfinished substratum, upon which environ- 
mental influences, primarily the personalities of the parents, “exert 
their molding impression. 

Scientific recognition of the formative influence of early family 
life is the contribution of Freud and his followers. As a result of 
their studies, it was concluded that not only heredity but also the 
conditions of infancy determine our destiny. 

It is only recently that students of personality have become îm- 
pressed by the fact that ie evelopment does not stop at 
a certain age, that significant changes take place in all phases of 
the life-curve, and particularly that the formative experience of 
early years do not necessarily leave irreversible effects. Many of 
the adverse influences of early childhood can be corrected by later 
experiences in life. Indeed, psychoanalytic therapy is based on this 
view. We try by methodical treatment procedures to bring about 
changes in personality structure, by undoing those unfavorable 
peris established in an earlier period. All psychoanalysts con- 

orm implicitly to this view, in that they practice a therapy by 
which they endeavor to bring changes into persomality structure. 
Yet many psychoanalysts are strangely inconsistent, in that they 
underestimate the influence of later experiences in life, to which 
they ascribe only a yearns significance, While this often 
-may be the case, profound experiences in later life, such as migra- 
tion from one culture to another, continued contact with certain 
persons, as well as many vicissitudes of life, may produce deep 
changes in personality. If this were not the case, psychoanalytic 
therapy of adults, in itself a form of later experience, could not 
alter a patient’s personality. 
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Today most psychoanalysts have reached a more balanced 
view, which recognizes the significance of three categories of fac- 
tors in respect to the personality of the individual: heredity, early 
experiences within the family, and events of later life. 


Factors INHERENT IN PERSONALITY DEVELOPMENT 


Heredity supplies the ground pattern that determines not only 
certain basic qualities but the whole rhythm of the life-span. With 
certain variations, the main phases of growth are rather uniformly 
predetermined by hereditary factors. Dentition, myelinization of 
certain nerve tracts, learning to speak and walk, the maturation of 
the sex glands, and, finally, the degenerative changes of senes- 
cence, take place—with individual variations—at about the same 
age and in every individual in the same sequence. This fundamen- 
tal pattern of the life-curve cannot be changed by later influences. 

Pach phase of biological growth is characterized by well- 
defined psychological attitudes. eae for oxygen supply, the 
newborn infant is completely dependent upon the mother bio- 
logically, and consequently seeks gratification for his needs from 
the mother. His security is based on being loved and cared for. 
Gradually the child learns to use his biological equipment inde- 
pendently. The eye learns to focus, the hands to grab, the legs to 
walk. Interest in the vegetative functions of the body and curios- 
ity regarding its anatomy are further characteristics of the first 
six years. Later this curiosity is replaced by an investigative in- 
terest in the external environment. Now the phase of biological 
mastery of body functions is followed by a period in which the 
development of intellectual functions predominates, gradually 
allowing an independent orientation to the surrounding world 
(chap. iv). 

The next important phase, the period of adolescence, is again 
determined by Biological factors, the maturation of the sex glands. 
By now the growing organism has developed all its functions, to 
which finally the faculty of propagation is added. Although bio- 
logically the adolescent organism has reached the end of its 
growth, its psychological state can be sharply differentiated from 
maturity. In our culture eee growth is ahead of psycholog- 
ical maturation. This fact offers a clue to the understanding of 
most of the peculiarities of the adolescent. The salient feature of 
this period is the novelty of the new state of being grown-up, 
particularly in respect to the propagative faculties. In adoles- 
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cence, the biological ability to procreate is as if foisted upon an 
emotionally unprepared and inexperienced organism. A full- 
“` grown body is intrusted to an inexperienced mind. The main 
characteristics of the adolescent—his proverbial awkwardness and 
insecurity—follow this discrepancy. The adolescent impresses us 
as not knowing what to do with himself in his newly attained state. 
Adolescent competitiveness can be traced back to the same basic 
circumstance, The adolescent feels as if he ‘were constantly in. a 
test situation; he must prove to himself and others that he is al- 
er aman. The only way to do this is to measure himself against 
others. 

This competition demands a continuous practice of the adoles- 
cent’s full-grown capacities. During the period of adolescence the 
young person gradually grows emotionally into the advanced 
mature status that he had reached biologically several years before. 
The self-confident attitude of the mature person is based on tak- 
ing himself and his capacities for granted. This is in sharp contrast 
to the insecurity of the infant and the adolescent. As a conse- 
quence of this inner security, the mature adult’s interest no longer 
centers around the self but can be turned outward toward the en- 
vironment. 

The psychological attributes of maturity, like those of other 
age periods, can best be understood from the biological conditions 
of maturity. As long as the organism grows, intake and retention 


of substance and energy outweigh their expenditure. Otherwise 


growth would not be possible. ‘The psychological manifestation 
of this state of affairs is that in the immature organism the wish to 
receive outweighs the wish to give. When the organism reaches 
maturity, it can no longer add anything to its own size; growth 
has reached its natural limits. The body cannot organize more 
living matter within its own system. Therefore, individual growth 
stops, and propagation serves as a means of réleasing surplus 
energy. Propagation in this light can be understood as develop- 
ment beyond the limits of individual growth. 

As stated before, all energy that is not needed to maintain life 
can be considered surplus energy. This is the source of all sexual 
activity; it is also the source of all productive and creative work. 
This surplus energy shows itself in the mature person in generos- 
ity, the result of overflowing power which the individual can no 
longer use for further growth and which therefore can be spent 
in creative pursuits. The mature person is no longer primarily a 
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receiver. He receives, but he also gives. His giving is not subordi- 
nated primarily to his expectation of return; it is giving for its own 
sake. Just as receiving love and help are the main sources of 
pleasure for the oe child, so for the mature person pleasure 
consists in spending energy productively for the sake of others 
and for purposes beyond himself. This generous, outwardly di- 
rected attitude is what in ethics is called “altruism.” In the light of 
this view, altruism, the basis of Christian morality, has a biological 
foundation; it is a natural, healthy expression of the state of 
maturity. 

It is important to emphasize that the platonic ideal of emotional 
maturity is never reached by most persons in its complete form; 
it is only approached. Individual differences are enormous and 
account for the existence of the leader and follower types, the 
latter the more numerous. Whenever life becomes difficult and 
presents situations beyond the individual’s capacity to solve, there 
Is a tendency to ie toward less mature attitudes, in which a 
person may still rely on the help of parents and teachers. In our 
hearts we all regret having been expelled from the Garden of 
Eden by eating from the tree of knowledge—a symbol of maturity. 
In critical life-situations, most persons become insecure and seek 
help even before they have exhausted all their own resources. 


RELATION BETWEEN PERSONALITY DEVELOPMENT 
AND SOCIAL STRUCTURE 


Every form of social organization requires of its members the 
capacity to replace self-interest to some degree with an interest 
in others. This is the reason why no society could be run by chil- 
dren or adolescents. Different forms of social organization, how- 
ever, require different hi of maturity. In all authoritarian 
governments, the status of the majority of the people resembles 
that of childrer*more than that of independent lee Virtue con- 
sists in obeying the existing rules and in being subordinate to the 
rulers, whose obligation is to take care of their subjects, In such 
societies people express their mature state only by taking care of 
their progeny. All social manifestations of individual productivity 
are een With the exception of two short eA in history, 
humanity has always lived under some form of authoritarian 
system, be it feudalism, absolute monarchy, fascism, or commu- 
nism. Free societies have existed for a short period in ancient 
Greece and during the last three hundred years in some parts 
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of Western civilization. These two brief periods in the history of 
Western civilization were undoubtedly the richest in artistic, 
scientific, and literary productivity. There is danger that under 
the paralyzing threats of global wars our present experiment with 
freedom may be relegated to history and free societies may be 
engulfed by the rising tide of authoritarianism. 

Social attitudes, however, are not good or bad in themselves; 
they are organic parts of each culture and can be evaluated only 
in the framework of different social organizations. Educational 
attitudes and methods of child rearing do not develop in a 
vacuum; they are determined by the total social structure. Recent 
anthropological studies have shown that national charcteristics 
are primarily due to certain uniform paternal influences, which 
are determined by the total social configuration. 

For example, Japanese worship of authority was the precipitate 
of century-long feudalism. Not only was it the reflection of the 
feudal ideology in the mind of the individual, but it was also an 
ie nen guaranty for the survival of the feudal system. 
Similarly, the American emphasis on individual accomplishment 
and depreciation of authority worship are expressions of the 
American social structure and at the same time the guaranties of 
its survival. Such attitudes, transmitted to each child by family in- 
fluences, have a social function. They are adaptations of the indi- 
vidual to the social structure in which he lives. It is clear, then, 
that no educational philosophy can be foisted upon a nation which 
does not spring organically from that nation’s cultural soil. In this 
perspective, the naiveté of plans much discussed in postwar years 
to re-educate foreign nations according to our own ideals be- 
comes transparent. The social attitudes of a nation can be changed 
aay by changing its whole social structure. 

self-governing, free democracy requires greater independ- 
ence of its citizens than does any other social system. The question 
is how such emotional independence can be achieved—independ- 
ence that can withstand the regressive pressure of adversity. 

It is ae oe to be been said that emotional independ- 
ence is achieved gradually during the process of growth. The 
child will assume independence tf he bas appaiciiniey in each 
phase of development for self-expression, by which he learns to 
make use of the faculties that correspond to his age. He will learn 
to assume responsibility for his own activities if his self-control is 
not based on fear of external authorities but is rooted in his own 
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conscience. This conscience develops through positive identifica- 
tion with adults. If the socialization of the child is achieved pri- 
marily through fear of punishment, only a grudging type of con- 
formity will develop. Rigorous discipline, enforced by corporal 
and other forms of punishment, is suited to bringing up a militant 
aggressive youth, as exemplified by ancient Sparta, Hitler’s Ger- 
many, and Soviet Russia, All the hatred generated in the “eae 
atmosphere of the playroom, the school, and the military barracks 
is channelized toward foreign societies or minority groups. It is 
held from expression against the internal authorities of the state 
by terror. This form of society, therefore, must always be a police 
state. It goes with the complete deterioration of internal standards 
of self-responsibility and independence. 

The process of social adjustment in free democracies must be 
based on favoring the development of standards that become in- 
tegral parts of the personality. In the technical language of psy- 
choanalysis, the boundary between ego and superego disappears 
in such a person. This type of personality structure will develo; 
only if the process of social adjustment is based on positive identi- 
fication—on love, trust, and Gen felt by the child for those 
who are intrusted with his upbringing. As Freud has recognized, 
love is a unifying force, hatred a dividing one. If social adjustment 
is based on hate and fear, the internal image of the external au- 
thorities—the conscience—will remain a foreign body within the 
personality. Only if the child loves those whose social attitudes he 
incorporates during his development, only if he has confidence in 
them, can the image of these persons become one with the rest of 
the personality. 

In such education the emphasis is not merely on restraining the 
original impulses but in directing them into socially valuable crea- 
tive expression. Full expression of individuality has been the chief 
source of every*step in social progress. The major problem of our 
time is to produce socially minded, co-operative adults, without 
sacrificing individuality. 

PSYCHODYNAMIC PRINCIPLES OF THERAPY 

In its main phases, psychoanalytic therapy has followed the 
development of theory. When the dynamic influence of uncon- 
scious tendencies was discovered, the therapy consisted in bring- 
ing repressed psychological content into consciousness. Cathartic 
hypnosis was such a procedure, a device by which the ego’s rejec- 
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tion of repressed material was circumvented by the artificial hyp- 
notic state. Freud soon realized that the mobilization of the re- 
pressed is not sufficient to cure neurotic symptoms but that the 
ego must undergo changes in order to become capable of integrat- 
ing repressed material into its system. The therapeutic aim must 
therefore consist in achieving changes in the ego. With this new 
orientation, the center of interest shifted from the understanding 
of the unconscious, the knowledge of symbolism, the art of trans- 
lating the archaic picture language of the unconscious into verbal 
thinking, to the study of the defenses of the ego. The crucial dis- 
covery concerning the ways and means by which the ego’s de- 
fenses can be influenced was that of the transference phenomenon. 
Its ae significance was only gradually recognized. 

In cathartic hynosis the therapeutic factor consisted in an inten- 
sive emotional experience, in the dramatic reliving of repressed 
traumatic experiences of the past. Freud soon recognized that the 
traumatic experience in itself was not the most important patho- 
genic factor, but those preceding experiences which had made the 
patient vulnerable, What the patient felt as a trauma in itself was 
often a quite trivial occurrence. For example, Anna, Breuer’s pa- 
tient, developed her aversion to drinking water when she saw her 
English governess’ little dog drink from a dish used by the fam- 
ily. When she recalled this episode in hypnotic trance, she burst 
out with violent hatred against the governess and abused her pro- 
fanely. After this, her symptom—aversion to water—disappeared. 
Freud correctly concluded that this trivial event in itself could not 
account for the symptom. Anna must have been sensitized by 
previous experiences in order to react so violently. Today, with 
our knowledge of the typical tragedies of childhood, it is not diffi- 
cult to conclude that the dog for Anna represented another child 
with whom she had had to share the governess’ attention. Her 
hatred of the governess was due to her inability to share love, a 
quality which she must have acquired in her early development. 

After Freud recognized the importance of the genetic explora- 
tion of the individual’s early history for the understanding of the 
precipitating factors in neurosis, his therapeutic efforts became 
focused on the reconstruction of early emotional development. 
This required filling in gaps of memory caused by repressions. Free 
association in the emotionally permissive atmosphere of psycho- 
analytic interviews was an ideal device for the systematic study 
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of the patient’s past. A period followed in which the genetic re- 
construction of personality development became the aim of ther- 
apy. Gradually, however, the importance of the patient’s emo- 
tional experiences in the transference relationship to the analyst 
became more and more appreciated. The most consistent evalua- 
tion of the therapeutic significance of the transference was con- 
tained in a pamphlet published by Ferenczi and Rank in 1926, in 
which they expounded the thesis that not remembering but re- 
living the traumatic experiences in the transference is the effective 
therapeutic factor. Memory gaps may never be filled; yet a patient 
may fe cured if he learns a new solution for his past emotional 
conflicts when these reappear in his emotional involvement with 
the analyst. This significant publication was unfavorably received 
and remained buried for more than fifteen years, until in the Chi- 
cago ‘Institute for Psychoanalysis a systematic re-evaluation of 
therapeutic factors was undertaken.’ This project required ex- 
perimentation with the technique of treatment. The routine of 
daily interviews and the so-called “passive” attitude were aban- 
doned, and every detail of the treatment, the frequency of inter- 
views, interruptions, and as much as possible of the patient’s life- 
situation were planned according to the nature of the therapeutic 
problem. 

The significance of the therapist’s attitude toward the patient 
has also been explored. The phenomenon of ee ae 
in recent years has received increasing recognition. Ori inally, 
Freud conceived the analyst’s role as a neutral one. The therapist 
was supposed to serve merely as a screen upon which the patient 
projected the emotional reactions that originated in childhood in 
relation to his parents. In the light of precise scrutiny this postu- 
late turned out to be a theoretical construction. The analyst's per- 
sonality and his reactions, in spite of his efforts to remain imper- 
sonal, influence the course of the treatment. The patient senses 
these reactions, although he frequently misinterprets them ac- 
cording to his own emotional needs. The Chicago studies paid 
particular attention to the mutual emotional relationship between 
patient and physician; the concept of the patient’s corrective emo- 
tional experience as the central factor in psychoanalytic treatment 
has evolved. 

The essence of this theory can be summarized as follows: The 


3. Franz Alexander, T. M. French, et al., Psychoanalytic Therapy (New York: 
Ronald Press, 1946). 
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neurotic condition is the result of the ego’s failure to accomplish 
its function, which consists in finding gratification for subjective 
needs in a way that maintains harmony between the various as- 
pects of the personality and the environment. This function of 
mediation between conflicting or partially conflicting needs and 
desires and their adaptation to environmental conditions are essen- 
tially problems of integration. Every person has his own integra- 
tive capacity. French subjected the integrative function to a care- 
ful study, in which he tried to evaluate its quantitative variations. 
The integrative faculty varies from person to person, and in the 
same person it is influenced by different factors. Excessive inten- 
sity of an emotional need, for example, interferes with effective 
integration. Postponement of immediate gratification was recog- 
nized by Freud as one essential feature of reality-adapted be- 
havior. Intense and urgent emotions tend to seek immediate grati- 
fication and thus interfere with effective integrative functioning. 
Low intensity of motivations may also decrease the integrative 
faculty. A person not keenly interested in what he has to accom- 
plish will be less inclined to undertake the arduous task of ap- 
praising the whole problem and trying to solve it. Anxiety, too, 
depending on its intensity, may either favor or paralyze the inte- 
grative functions. Past successes and resulting hope increase inte- 
grative ability; consistent failure impairs it. 

Another factor which interferes with adaptive behavior is re- 
lated to the basic mechanism of repression. Repression is the char- 
acteristic defense measure of the weak ego of the child, who can- 
not control those desires which appear in his consciousness and 
which are in conflict with the requirements of the environment or 
with other subjective needs. He has only one way to save himself 
from the painful experiences he was subjected to in the past when 
he gave in to such impulses: he has to exclude them radically from 
his consciousness. This saves him from a conflict with reality and/ 
or internal conflict but, at the same time, creates a frustration. 
Eventually the repressed impulse will seek outlet in symptoms. 

“Through repression the ego is deprived of dynamic force, which 
‚ it could utilize if it were able to integrate the force within its 


‚ system. The highest form of integrative function requires con- 


scious deliberation. Everything excluded from consciousness is 
beyond the reach of the ego’s integrative functions. Neurotic 
symptoms are like foreign bodies and represent isolated substitute 
gratifications which are the source of conflict and suffering. 
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Psychoanalytic therapy aims at the extension of the ego’s scope by 
making repressed tendencies conscious. For this purpose it at- 
tempts to mobilize unconscious material. In order to overcome 
repressions by systematic psychological maneuvers, one must 
know the causes of repression. As shown above, the child re- 
presses those tendencies the expression of which caused him pain, 
such as physical suffering, punishment, withdrawal of parental 
love, and resulting insecurity. The emergence of such a tenden 
constitutes a danger to which the ego reacts with anxiety. Accord- 
ing to Freud, anxiety is the signal for the ego to repress such dan- 
gerous impulses. Essentially, this process is similar to conditioning. 
The sequence of events has three links: (1) emergence of the 
impulse, (2) acting upon it, and (3) painful results. Originally 
the anxiety was aroused by the memory of a painful experience; 
it reappears whenever the impulse involved emerges. In order to 
avoid the associated anxiety, the impulse is repressed and excluded 
from motor expression. 

Psychoanalytic therapy in this light reveals itself as a process 
of reconditioning. The ego is induced to face a repressed impulse 
by eliminating the anxiety which induced repression. This is 
achieved by reproducing the original situation but changing the 
conditions so that they lose their anxiety-producing effect. As 
soon as the patient senses that the analyst’s response to expression 
of his impulses is different from that of the parents, the intimidat- 
ing effect is removed. The aim of the therapy consists, first, in 
reviving the interpersonal situation which led to the original re- 
pressions and, second, in supplying a new kind of experience 
which is suitable for undoing the effects of the parental responses. 
Accordingly, the analyst’s response to the waited expression 
should be different from the parental ones: they should perhaps 
be the opposite of the parental reactions. This can be achieved 
only if the analyst is able to reconstruct the pathogenic parental 
influences and respond to the patient’s emotional manifestations, 
in a manner appropriate to the counteracting and neutralizing of 
the disturbing influence of the parents. Essentially this is nothing 
but emotional reconditioning. 

The objective attitude of the therapist which Freud recom- 
mended is different from anything the patient has experienced 
before, because complete objectivity does not exist in ordinary 
human relationships. The corrective influence of this objective 
attitude can be further enhanced if the therapist’s reactions are 
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specifically calculated to counteract the effect of parental re- 
actions. 

The practical conclusion from all this is that, in place of his 
spontaneous countertransference reactions, the therapist must 
assume an attiude toward the patient which in the light of the 
patient’s history appears appropriate to the undoing of the patho- 
genic influences of the parents. In this way the emotional experi- 
ences in the therapy will have a corrective influence, resulting in 
the lifting of repressions. The patient will be able to face what he 
formerly repressed because of parental censure. 

It would Ie an oversimplification, however, to assume that re- 
pressions are always due to intimidating parental attitudes. Per- 
missive parental behavior may create guilt and favor repression of 
aggressive impulses. The therapist, therefore, cannot always as- 
sume a permissive attitude, Often a strong-hand atmosphere is 
needed, as in cases where parental overindulgence has caused in- 
tensive guilt feelings which lead to the repression of the guilt- 
provoking impulses. 

The emphasis on the therapeutic importance of the emotional 
experience during treatment is essentially a vindication of Ferenc- 
zi’s postulate, that the patient’s reliving of the original conflicts in 
the transference situation is the primary tool o psychoanalytic 


meny 
this does not disprove, however, the value of insight. By his 
interpretive work, the analyst assists the patient’s ego in integrat- 
ing the new material liberated from repression. Making conscious 
what was hitherto repressed requires the reduction of anxiety. 
This is achieved by fe corrective emotional experience and by 
the insight which in itself has an anxiety-reducing effect. The 
ego’s function is mastery through insight. The integrative func- 
‘tion is based on the appraisal of the total situation—both internal 
and external. Hence interpretive work increases’the ego’s self- 
confidence in dealing with newly uncovered material. Something 
a person understands loses its threatening quality; understanding 
means mastery. Properly devised attitudes and correct interpretive 
work together constitute psychoanalytic therapy. 

Recently special attention has been given to the dependent 
cravings of the patient which tend to pro ong the treatment. The 
“neurotically impaired ego, to some degree, relinquishes its basic 
function of sustaining emotional equilibrium by its integrative 
and executive functions. It eliminates by repression all those im- 
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pulses with which it cannot deal. Instead of using independent 
judgment, the ego is under the influence of incorporated parental 
images (superego reactions). Analytic therapy tries to substitute 
for this automatic regulation independent judgment appropriate 
to the mature state. It tries to replace parental precepts by con- 
scious judgment which is flexibly adjusted to the ever changing 
situations. This is the essence of self-reliant rational behavior. In 
the transference situation the original parent-child relationship is 
re-established as the analyst replaces the incorporated image of the 
parents. The intra-psychic conflict between ego and superego is 
now converted into its original pattern through the relationship 
between patient and therapist. While the aim of the analytic 
therapy consists in replacing the automatic superego regulations 
with conscious control by the ego, the patient’s tendency is to 

rolong the dependent relationship and rely on the analyst’s aid 
instead of assuming responsibility for himself. This is essentially 
true for all neurotics and to a lesser extent for everyone. The trend 
toward dependence is deeply rooted in all re Ic is only 
in degree that people differ from one another in this regard. The 
function of analytic therapy is to counteract this trend and induce 
the patient’s ego to accept self-government. This entails aan 
effort to counteract the dependent urge. Failure in self-govern- 
ment increases regression toward en success encourages 
it. Every independent and successful accomplishment of an adap- 
tive ego function means a step toward mental health. Yet the trend 
toward regression because of the inertia of the organism is ever 
present. It is one of the most difficult tasks of paonon ya ther- 
apy to dislodge the dependent relationship which gives the patient 
so much relief in his neurotic stress. By its very nature the analytic 
technique necessitates the establishment of a dependent relation- 
ship between patient and therapist, in order to allow the patient to 
relive and fac again the old unresolved interpersonal relations 
with the parents. Teich as it encourages dependence, the ana- 
lytic technique which is devised to cure the neurosis carries in it- 
self a factor which prolongs the neurotic condition. In order to re- 
solve infantile reactions, one feature of which is always depend- 
ence, one must reproduce them in the transference; only then can 
one combat them. Much of the recent technical experimentation 
concerns this inherent difficulty in the analytical technique. Pro- 
longed uninterrupted daily interviews in many, cases favor the 
development of an intensive dependent relationship and conse- 
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quently postpone recovery. To overcome this weak spot in the 
analytic technique is one of the crucial technical issues. 

From the therapeutic studies of the Chicago Institute for Psy- 
choanalysis, a series of technical recommendations resulted. The 
essence of them is that, from the beginning, the therapist must be 
aware of the danger inherent in the regressive tendencies of the 
patients. To counteract this danger, the analyst must consistently 
give the patient as much independence as possible. Interpretations 
alone cannot accomplish this. The dependent tendencies can often 
be counteracted by reducing the contact with the patient to that 
minimum which is necessary to preserve the continuity of the 
treatment. Properly timed reduction of the frequency of inter- 
views, shorter and longer interruptions, are indispensable in every 
case. Encouraging the patient to new life-experiences outside the 
treatment suitable to increase self-confidence and encourage hope 
are also potent devices in weaning the patient from dependence 
on the therapist. 

Our present technique of psychoanalytic treatment should by 
no means be considered as final and in need of no further improve- 
ments. In addition to numerous successfully treated cases, there 
are many failures and “interminable” analyses in which the treat- 
ment has become an emotional crutch which the patient can no 
longer dispense with. Not all these cases should be lightly dis- 
missed as incurables. The long duration of many analyses should 
also serve as an incentive to explore further the possibilities for 
modifications by which the treatment procedure can be made 
more economical. Such advancement can come only from relent- 
less experimentation, from the constant re-examination of the psy- 
chological processes during treatment and the re-evaluation of 
theoretical views, and particularly of those habits in treatment 
which stem neither from theory nor from controlled observations 


but which have been preserved merely through adherence to 
tradition. 


capa i 
DREAMS AND RATIONAL BEHAVIOR* 
Tuomas M. Frencu, M.D. 


Freup’s ANALYSIS OF THE SIGNIFICANCE OF DREAMS 


ARLY everything significant that we know about dreams 

today we owe to Freud’s classical study, The Interpreta- 

tion of Dreams (6). From Freud we learn that dreams pro- 
tect sleep from disturbing wishes by creating the illusion that these 
wishes are fulfilled. Dreams are not the nonsense that they seem to 
be. They impress us as meaningless only because another part of 
the mental apparatus, which Freud calls the “dream censor,” dis- 
torts and disguises the wish-fulfilling fantasies so as to make them 
unrecognizable, The wishes that threaten to interrupt sleep are 
usually unacceptable to the socially adjusted parts of the personal- 
ity. Usually they are wishes that have been excluded from con- 
sciousness, “repressed” as Freud calls it, during waking life. The 
dream censor continues to struggle to keep them repressed while 
we are asleep. Only a few dreams, arenai those of very young 
children, are undisguised wish-fulfilling fantasies. In contrast to 
the simple wish-fulfilment dreams of young children, the dream 
of an adult is usually a “disguised fulfilment of a repressed wish.” 


Freup’s Anarysis or THE DREAM Work 

To get data for finding the hidden meaning of a dream, Freud 
utilized the method of free association. Starting, one by one, with 
each of the details of the dream text, the dreamer reports, without 
reservation of any kind, whatever thoughts come to mind, From 
these associations Freud attempted to reconstruct the “latent 
dream thoughts,” the thoughts that have presumably played a 
part in the formation of the dream. These latent dream thoughts 
he called the “latent content” of the dream, which he distin- 
guished carefully from the actual dream text, the “manifest con- 


1. This chapter is adapted from a chapter on dreams and rational behavior in 
the author’s The Integration of Behavior, Vol. 1: Basic Postulates (5). 
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tent” of the dream. By comparing latent content with manifest 
content, he tried to trace what has happened to the latent dream 
thoughts to transform them into the manifest dream content. This 
process of transformation he called the “dream work.” 

In the dream work the latent dream thoughts are treated with 
the utmost disregard for logic. Without regard for the sense of the 
latent dream thoughts, emphasis is often shifted along any avail- 
able associative pathway, even the most superficial, such as a 
word or sound association. In this way the energy or affective 
interest belonging to two entirely different dream thoughts may 
be concentrated on a single middle term in a long chain of more 
or less irrelevant associations. Even diametrically opposite ideas 
are often condensed and represented in the manifest dream con- 
tent by a single dream element.? 

Freud concluded that the dream work exemplifies a mode of 
mental functioning that is characteristic of a special system of the 
mind, the system unconscious (usually abbreviated “ucs”). The 
mode of functioning of the system ucs Freud calls the “primary 
process.” Its basic principle is free and massive displacement of 
energy from one psychic element to another along any available 
associative pathway, without regard for reality or logical rela- 
tions. This massive displacement of energy is activated and guided 
by the need to avoid pain and to seek the pleasure of the moment 
(“pleasure principle”). Freud believed this to be the primary 
mode of mental functioning. He contrasted it sharply with logical 
thinking, which he called “the secondary process.” In the second- 
ary process the displacement of energy from one mental element 
to another is controlled by an end-goal or purpose and by recog- 
nition of real relationships and the rules of logic. Freud suggested 
that this is made possible by the fact that in the secondary process 
the mental apparatus operates with much smaller quantities of 
energy. 


Tests raat Dreams Have a PROBLEM-SOLVING FUNCTION 


Another way of studying the dream work brings it into closer 
relation with the rational behavior of waking life. The motive, or, 
in Freud’s words, the “motor,” for the dream work is the need to 
find fulfilment for a wish. Dynamically the most significant part 
of the dream work is the part that leads directly from the motivat- 


2. For a more complete description of the peculiarities of the dream work see 
Freud’s own account (6). 
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ing wish to the manifest dream content. After a varying amount 
of elaboration, this wish encounters the dream censor. Yet the 
dream censor turns out to be not an impersonal system of the 
mind but a specific inhibitory motive, an appropriate reaction to 
this particular wish. Probably it is based in every case on the dis- 
turbing consequences of past attempts to fulfil a similar wish. 
Thus an intense dependent craving fo love may arouse protest 
from the dreamer’s pride; or a hostile impulse may give rise to a 
guilt reaction; or a sexual impulse in a man may stir up fear of the 
father; or the same sexual wish may lead to fear of rebuff from the 
mother-figure toward whom it is directed. When we study the 
dreamer’s reaction to his conflict, we find that it is more than an 
attempt to give disguised expression to the disturbing wish. The 
inhibiting motive plays not only a censoring, but also a creative 
(a), role in shaping the fantasy activity that culminates in the 
manifest dream. The dreamer’s pride, threatened by a dependent 
wish, may react with compensatory fantasies of independence 
and achievement or may uy to conjure up a situation in which the 
dependent craving would not be too incompatible with self- 
respect. The dreamer whose guilt has been aroused by his hostile 
wishes may imagine himself unjustly treated, in order to justify 
his hostility; or his guilt may demand appeasement by a He 
of being punished. 

When we study this part of the dream work, we find that the 
mental apparatus is reacting, not to isolated fragments of a tangle 
of latent dream thoughts whose energy is being displaced along 
any available associative pathway, but rather to the situation 
created by conflict between the disturbing dream wish and the in- 
hibiting motive. In every case we find the dream work struggling 
somehow to reconcile these two conflicting motives. This conflict 
constitutes a problem which the dream work must unceasingly 
struggle to solve. Thus we come to the conclusion that the dream 
work, like the thought-processes directing our ordinary waking 
activity, is dominated by the need to find a solution for a problem 
(3,4). 


3. This method of studying the dream work is no innovation. It is the method 
that most psychoanalysts intuitively follow in the actual practice of dream 
analysis. They listen to the dream and to the dreamer’s associations until the 
motivating dream wish finally dawns on them. Then they study the dreamer’s 
reactions to this wish and try to understand the manifest dream content as an 
attempt to reconcile the conflicting wishes. If they succeed in understanding the 
dream and accompanying associations in these terms, they feel satisfied that they 
have grasped the meaning of the dream. The preceding discussion tries to make 
explicit what most psychoanalysts do in practice. 
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PRACTICAL Grasp OF SITUATIONS IN DREAMS 
AND In WAKING Lire 

If we examine the mode of mental functioning exemplified b 
the dream’s way of dealing with the dream wish, we find that it 
resembles neither the logical thinking of Freud’s secondary proc- 
ess nor the free displacement of energy of his primary process. 
In fact, it is not associative thinking at all, certainly not verbal 
associative thinking, but rather thinking in terms of a practical 
grasp of real situations: “If I act upon this wish, then I must ex- 
pect such and such consequences. Shall I renounce the wish or 
suffer the consequences? Or is some compromise possible?” ‘The 
dream’s solution may not be very good from the point of view of 
waking life, but it is always intelligible, once we grasp the nature 
of the conflict. 

As we follow the dream’s way of dealing with its problem, we 
sense immediately to what it is comparable in our waking life. 
In most of our behavior in real life, too, we are guided not pri- 
marily by verbal reasoning, not by long chains of associations that 
have to be held in control ia A to the rules of logic, but by 
the same practical grasp of the situation that we recognize in the 
dream work’s struggles with its problem. When we wish to get 
from one place to another, we study a map or picture the lay of 
the land and visualize our route accordingly. If we are putting 
together a mechanical device, we are oalde similarly by a sense 
of the spatial and other relations involved, which we sometimes 
call “mechanical sense.” In dealing with people, too, we size up 
the behavior of others, often without realizing exactly how, and 
guide our own behavior not by logical reasoning but by an intui- 
tive sense of what others are likely to do. In dreams as in waking 
life, this is the primary mode of mental functioning. We begin to 
acquire our mechanical sense and our intuitive understanding of 
other people when we are babies, long before we know how to 
talk. It is only later that this direct and intimate knowledge is sup- 
plemented by what we learn through the medium of speech; and 
only still later do we acquire habits of logical thought. 

Freud analyzed the dream work in terms of the associational 
psychology current at the time. However, he has several times 
stated (6, P- 489) that, for every superficial and illogical associa- 
tive link in the unconscious elaboration of a train of thought, a 
corresponding “deep and logically significant associative link” can 
be found in the dream thoughts. This statement implies that super- 
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ficial and illogical associations are not so meaningless and irrele- 
vant as they seem to be. When we study the dream work in terms 
of our concept of the dreamer’s practical grasp of his conflict situ- 
ation, we discover that his attempts to find a solution? for his prob- 
lem are handicapped by the fact that his capacity to understand 
his situation fluctuates during the course of the dream work, To 
adapt its understanding to the shrinking span of this capacity, the 
integrative mechanism must often form a highly condensed and 
oversimplified picture of the conflict situation by means of sym- 
bols and allusions (2, 3, 4). We suspect that the transformations 
resulting from such shrinkage of integrative span are closely 
related to the substitution of superficial and absurd associations for 
meaningful ones that Freud recognized, and that the impression 
of free displacement of energy without regard for reality or logic 
is an artifact, resulting from study of the dream work in terms of 
an associational psychology. 
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4. The thesis that dreams have a “teleological” or problem-solving function 
was proposed and defended by Maeder (7, 8, 9) many years ago. Freud rejected 
this thesis of Maeder’s (6, p. 533 n.). For more extended discussion of the rela- 
tionship between the author’s views and this controversy between Maeder and 
Freud see T. M. French (3). 


II 


HISTORY OF METAPSYCHOLOGICAL 
CONCEPTS 


Epoarpo Weiss, M.D. 


EFORE the work of Freud, the understanding of mental 
processes as dynamic phenomena was largely confined to 
works of philosophy and art, Many philosophers of the 

Western world, since the time of Aristotle and Plato, had tormu- 
lated speculations regarding the human mind, and many great 
writers had accurately described various emotional manifestations 
and had intuitively sensed basic motivations. 


EArry History 


Schopenhauer recognized the force of unconscious will in its 
influence on all conscious thought and action, and Eduard von 
Hartmann further elaborated on Schopenhauer’s conception of 
the unconscious. But for both these men the conception was meta- 
physical, and, as a consequence, many psychologists and other 
scholars were contemptuous of their assumptions. Nietzsche did 
not add to these conceptions, but, in his realization that conscious 
motives are rationalizations and that unconscious motives are the 
underlying forces, he recognized that the unconscious and the 
conscious are subject to different laws. Samuel Butler made a 
special contribution to the understanding of the unconscious in 
his theory of unconscious memory. William James explained men- 
tal processes as organic; that is, he considered that they were due 
to modifications in the brain and that the phenomena of instinct " 
were explicable as an activity of the nervous system. 

Because the early conceptions of the unconscious, as pre- 
sented chiefly by Leibnitz and Herbart, were speculative, vague, 
and inaccessible to scientific scrutiny, classical psychology re- 
jected them and explained mental phenomena by psychophysical 
and organic hypotheses. Coincident with the development of ex- 
perimental and physiologic psychology and with the scientific 
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approach to the study of neuroses, there arose an academic interest 
in unconscious mental processes. 

Experimental psychology developed in Germany under the in- 
fluence of Fechner and in France of Ribot, who recognized that a 
theory of the unconscious was necessary to explain mental phe- 
nomena. Ribot considered subconscious activity to be physiologic 
rather than psychologic, and he subdivided it into a “static” and a 
“dynamic” subconscious. With the stimulation of Ribot began 
the movement which brought forth the important clinical work 
of Charcot, Bernheim, and Janet. 

Other experimental Phas at furthered the approach to 
the modern concepts o Bea In Fechner’s presuppo- 
sition of a “threshold of consciousness” lay the implication that 
there was something below the threshold. His principle of the 
tendency toward stability anticipated the psychoanalytic point of 
view concerning the phenomena of Le and pleasure which had 
already been studied by Hobbes and Helvetius. His observation 
of the dream state found confirmation in Freud’s conception of 
the difference between dream activity and conscious mentation. 

But, in spite of these isolated postulates, there was still no scien- 
tific dynamic approach to the problems involved in the under- 
standing of mental processes or of mental disease. The etiology of 
psychotic and neurotic symptoms was considered to be organic— 
that is, to be the consequence of some disturbance in the brain. 
Charcot’s work with hysterics laid the foundation for the scien- 
tific study of mental phenomena; and his experiments with hypno- 
tized patients led to his discovery that morbid ideas produced 
hysteria and that these ideas, as well as the symptoms resulting 
from them, could be changed through hypnotism. Although he 
believed that there was an organic basis (deficiency in the brain) 
for hysteria, his approach to its study was psychologic, in that it 
included the production or elimination of symptoms by means of 
hypnotism. His investigations, therefore, mark the beginning of a 
genuinely scientific psychotherapy. 

Bernheim, who carried further the research into the nature of 
hypnotism, discovered that when the human mind is in a certain 
state it accepts as truth, without proof and even against reason, 
statements made by an authoritative person. He thus interpreted 
hypnotism as suggestion and believed that the cause of hysteria 
lay in the individual's suggestibility and that, consequently, this 
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tendency to be suggestible could be utilized in effecting a cure. 
His theory, therefore, was also psychologic. 

Janet, too, used hypnotism as a method of investigation. Believ- 
ing that mental life is a complete unit synthesized by psychic 
energy, he regarded neurosis as the consequence of a breakdown 
in the synthetic function of consciousness. He thought that the 
unconscious was merely split-off consciousness, and he gave no 
consideration to unconscious forces as a part of normal mental 
activity or as the cause of neurotic symptoms. He regarded the 
origin of neurosis as organic, on a hereditary or acquired basis. 

The conceptions of these men gave no regard to unconscious 
dynamic motivation. That was for Freud to discover. Stimulated 
primarily by Charcot and Bernheim, less by Janet, Freud reached 
the conclusion that neuroses are due to conflicts within the mind 
in which one conflicting element is unconscious and therefore not 
accessible to introspection. Freud was thus the first to establish the 
unconscious as a field for scientic clinical investigation. 

Freud’s interest in neurology and neuroanatomy led him to 
Charcot’s clinics, where he became acquainted with the views on 
hysteria held by Charcot and Bernheim. On his return to Vienna, 
where he practiced neurology, he began work with Breuer, who 
had discovered that the pe of hysterical patients depend 
upon forgotten but highly significant scenes or events in their 
lives. Breuer’s therapy—a combination of hypnotism and cathar- 
sis—caused the patients to recall and reproduce these experiences 
under hypnosis. Breuer and Freud oe the patient’s attention 
directly to the traumatic event in order to find the psychic con- 
flict, so that the repressed affect might be freed. 

The first work in psychoanalysis took place between the years 
of 1887 and 1895, when Freud and Breuer were trying intensively 
to understand and cure hysterical symptoms. With the publica- 
tion (1893) of their paper on the psychological mechanisms of 
hysterical phenomena (4), the foundations of the structure of 
psychoanalysis were laid. The initiation of this investigation was 
due to Breuer’s observation that some hysterical patients lost their 

ptoms if certain memories charged with emotions, of which 
the patient had not previously been aware, were brought to con- 
sciousness, whereby the emotional tensions were discharged. Thus 
the concept of “repression” was formulated, together with that 
of pent-up energy. To account for repression, the pain and pleas- 
ure principle was elaborated; this dynamic phenomenon led to the 
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formulation by Breuer of the concept of a free-floating energy as 
distinguished from bound energy. 

The disappearance from consciousness of mental content was 
thought to be the result of an act of repression because of the dis- 
agreeable nature of the material involved. Since the conscious in- 
dividual cannot escape an inner unpleasant situation as he can an 
external danger, the inner situation is blocked from consciousness, 
and thus an emotional discharge is prevented. Through repression 
the mental content was not eliminated, but it maintained an affec- 
tive existence unknown to the subject. In fact, the pent-up energy 
inherent in the repressed content was considered to break through 
into symptom formation, which always revealed a psychologic 
meaning when approached by the method of interpretation elabo- 
rated by Freud. The ensuing symptoms were sensed by the pa- 
tient irf the same way as symptoms of physical origin were. Recog- 
nizing that the process of repression is not always successful, 
Freud saw that symptoms are due to the failure of repression. 

But Freud and Breuer disagreed on the explanation of the more 
intimate psychic mechanisms of mn namely, on Freud’s dis- 
covery of a sexual etiology for the neuroses. Very early Freud 
discovered that under the repressed memories and drives lay sex- 
ual conflicts. The sexual manifestations which revealed themselves 
through his methods of investigation were of such variety and so 
much related to the life of infancy and childhood that they 
aroused in patients and physicians alike a reluctance to investigate 
this field. Breuer clung to a physiologic theory. And so Freud 
continued alone. Freud found that the obstacle which had pre- 
vented his predecessors from admitting the existence of the un- 
conscious was not only intellectual—what was not conscious could 
not be mental—but also emotional: by denying the existence of 
the unconscious, one denied also the repressed content. 

Eventually, Freud abandoned an as a technique and 
adopted free association. Psychoanalysis proper, therefore, started 
with the rejection of hypnosis. When the patient failed to remem- 
ber initiating traumas under hypnosis, the analytic work was 
blocked, and resistance was established which could not be broken 
down. Later it was recognized that only by proper changes within 
the ego could the resistances be overcome. These structural 
changes could not be obtained through hypnosis. The cathartic 
nonhypnotic method, which developed into psychoanalysis as it is 
known today, was built on the theories of repression and resistance 
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and of infantile sexuality, on the phenomenon of the transference, 
and on the interpretation of dreams. 

From these theories Freud developed certain abstractions: these 
concerned mental energy and its investment; repression and re- 
sistance and the associated concept of the topographic structure 
of the mind; the pattern of individual development from infancy 
to maturity. These concepts are, in no sense, dicta. They have 
grown and matured in the course of the years, with the clinical 
experience of Freud himself and with that of other scientific in- 
vestigators. They still remain a challenge to further clinical inves- 
tigation. 


Menrat Enercy AND Its ĪNVESTMENT 


Psychoanalysis—an exquisitely dynamic approach to mental 
phenomena—deals with mental forces acting in the same,’ diver- 
gent, or opposite directions and with their resultants. The forces 
operating within the mind are subjected to what one could call the 
“integrative principle,” which characterizes biologic processes— 
the organism and its structural parts form a coherent unity mani- 
festing the aad to preserve itself and to develop in deter- 
mined ways. Thus the various needs and urges and impulses of the 
individual must be co-ordinated so as to lead to integrated con- 
duct, which is necessary for his adaptation to the conditions of 
reality. Conflicts arise when two or more urges cannot be com- 
bine toward such behavior; and so emotional conflicts and their 
various Consequences constitute the most important sources of 
knowledge of mental phenomena. 

To account for the varying degrees of intensity inherent in any 
mental experience, one must postulate a “charge of energy” which 
is correlated to nervous excitation. The consciously perceived 
mental energy corresponds to what one usually calls “interest.” 
It invests every mental process—corresponding to specific nervous 
tensions—and is discharged in feelings, affects, and emotions as well 
as in motor activity. Feelings, affects, and emotions result from the 
discharge of nervous tension in vasomotor, vasosecretory, and vis- 
ceral processes, whereby the position of the individual as a whole 
remains unaltered in respect to the external world. Through 
motor activity the position of the individual in his environment is 
changed, 

Following a general trend of biologic investigation, Freud ap- 
proached the study of mental phenomena not only from a causal 
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but also from a finalistie point of view. Everyone is directly aware 
of “aims” which he feels urged to pursue, though the source of the 
urge is not conscious. He is also aware that he must frequently 
achieve secondary aims in order to reach his conscious goal. An 
aim has an object. A simple example is the urge of hunger, the goal 
of which is to be satisfied and the object of which is food. 

To describe a specific charge of mental energy, Freud devised 
the term Besetzungsenergie. Besetzen means “to occupy, to garri- 
son.” By the use of this term Freud compared a charge of mental 
energy derived from a specific source to a military occupational 
force which can be directed toward this or that position as the 
need arises. In the English translation the term Besetzungsenergie 
was rendered as “cathexis,” and the illuminating analogy was lost. 
Since the cathexes are dynamic expressions of biologic needs and 
instinctive drives, Freud was concerned with the classification of 
the basic instincts and drives. This approach led to problematic 
and controversial formulations and also to a number of uncertain- 
ties which have required revision of many corollary concepts in 
the course of psychodynamic investigation. 

In his first formulation of a dualistic concept of the basic drives, 
Freud distinguished the self-preservative or ego drives from the 
race-preservative or sexual drives. The former comprised all needs 
or urges concerning the preservation, growth, and development 
of the ego, which was conceived to be a person’s own particular 
individuality but was not then considered in a structural sense; 
the latter included all interests in external objects in so far as they 
were not instrumental to self-preservative needs and the individ- 
ual’s developmental growth. In brief, in his earliest theory Freud 
included in the ego drives all self-interest, and he extended the 
concept of the sexual or erotic drives to comprise all interest in 
objects which did not serve the self-interest. 

The dynamic force of the sexual drives in this broad sense was 
called “libido.” The ego drives were considered to be empowered 
by a different energy which could not be transformed into libido, 
for the original objects and goals of which there could be no sub- 
stitutes. All bodily pleasure not due to the satisfaction of the ego 
drives—thus not including such pleasures as those from satisfying 
hunger and thirst—was considered sexual or erotic, and the bodily 
zones susceptible to erotic stimulation were called “erogenous 
zones.” Observation showed that libido could be displaced from 
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one bodily zone to another and also that there could be substi- 
tutes for original objects and goals of the sexual drives, 

But, as we have said, the Sve consists of more than the dy- 
namic element; it also includes an object and a goal. Thus the first 
difficulty encountered in distinguishing between ego drives and 
sexual drives arose from the obvious consideration that the indi- 
vidual himself derives erotic pleasure from his own body without 
the utilization of external objects. This was called “autoerotism,” 
which is directed toward mouth, skin, excretory openings, and 
other erogenous zones, Moreover, the individual as a whole could 
become a object of erotic desires—a condition which was called 
“narcissism.” In brief, it was realized that the sexual drives con- 
cerned both the ego and external objects, and, as a result, the dis- 
tinction between ego drives and sexual drives could no longer be 
maintained. 

While Jung admitted only one kind of mental energy, Freud, 
though altering his concept of the drives, remained faithful to his 
dualistic concept. It was in 1920, in Beyond the Pleasure Principle 
(18), that Freud dropped his former dualism, recognizing that 
the self-preservative and constructive developmental urges were 
empowered by the same force which characterized sexuality in 
the broadest sense of the word, But opposite to this kind of energy 
(libido), which includes all kinds of constructive drives, he postu- 
lated a destructive drive tending to dissolution and death. This 
dualism asserted that in the organism there normally arises not 
only a kind of energy which is discharged into pleasurable, con- 
structive, and integrated activities but also another kind, the dis- 
charge of which determines disintegration and destruction—as it 
were, an “anabolic” and a “catabolic” energy. According to 
Freud, the two always appear mixed with each other. 

Freud elaborated upon the manner in which the dynamic ex- 
pression (libido) of the constructive life-drive, called “Eros,” 
and that of the death drive, called “Thanatos,” are supposed to be 
fused for the achievement of integrated goals. He also resorted to 
the “catabolic” cathexis to explain the so-called “negative” thera- 
peutic reaction in some severe neuroses, that is, the worsening of 
the symptoms whenever an opportunity for improvement occurs. 
This sabotage by destructive energy is carried out by the guilty 
conscience, which demands punishment and destruction. 

Whenever libido is fused with the fundamental destructive 
energy, Freud spoke of the “erotization” of this energy; the re- 
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sulting aggression conveys pleasurable sensations. Sadism and 
masochism are examples of this fusion. Freud pointed out the com- 
plementary relationship between these two fundamental and 
antithetic cathexes toward external objects or toward the self. The 
greater the degree of extroversion, the less the introversive effect, 
and vice versa. Freud considered this circumstance responsible for 
the social phenomenon of war, which corresponds to a focusing 
of the destructive energy on the external world to protect one’s 
self and one’s allies from its deleterious effects. 

Freud’s stability principle is reflected in some recent theories 
based on fundamental Biologie principles. Among these, Cannon’s 
“homeostatic principle” (5), or “homeostasis,” is the most impor- 
tant. According to this principle, the dynamic equilibrium in the 
living grganism as a whole and in its component parts is re-estab- 
lished after every disturbance. Both Claude Bernard (3) and 
Fechner (6) formulated a “constancy principle,” deriving various 
conclusions. The latter inferred from it the phenomena of pain 
and pleasure, stating that every increase in nervous tension above 
the constancy level must be felt as in disagreement with normal 
functioning and therefore as unpleasant and painful, and eve 
decrease (discharge), with consequent return to dynamic equi- 
librium, as pleasurable. This theory does not account for all cases 
of pain and pleasure, since there are both pleasurable and unpleas- 
urable increases of tensions above the constancy level. However, 
it does furnish a logical explanation for many sensations of pain 
and pleasure. 

Federn (9, 10, 12) formulated a principle of the operation 
of the destructive energy which he calls “mortido.” Its tension 
and discharge lead to suffering and to the avoidance of nonsuffer- 
ing (pleasure); in antithesis to the Lust-Unlust Prinzip, ee, 
to which the erotic processes occur, he formulated the Leid- 
Unleid Prinzip, followed by the nonerotic, that is, destructive, 
processes. This view completes Fechner’s economic explanation 
of the phenomena of pain and pleasure by adding to it a missing 
factor. According to Federn, will and determination are 
due to the destructive component of the combined cathexes; they 
are, however, put at the service of a constructive goal. The dis- 
tinction is that they are utilized in the mastery or the elimination 
of obstacles which stand in the way of the goal. 

Some analysts resort to other explanations to account for 
aggression and destruction. They point out that, since these ten- 
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dencies are biologically necessary for defense and for achieving 
security and satisfaction, they need not necessarily be derived 
from a hypothetical death instinct. French (15) points out that 
mobilization of energy to overcome obstacles is an essential part 
of all goal-directed activity. In rational purposive behavior, dis- 
charge of this mobilized energy is guided and controlled by a 
plan for achieving the end-goal. However, if obstacles es in- 
superable, one loses hope of achieving the end-goal. When hope 
of achieving the end-goal is destroyed, the guiding influence of 
the plan for achieving this goal disappears; and the energy that has 
been mobilized, now released from restraint, tends to discharge 
massively in diffuse and violent motor activity. Thus frustration 
results in a kind of physiological disintegration of the pattern of 
a goal-directed effort. 

The ultimate motive behind every urge and wish which deter- 
mines human behavior is discharge of tension. But homeostasis 
alone cannot account for all biologic phenomena with which the 
mental drives are associated; it is responsible merely for the main- 
tenance and re-establishment of the same conditions—the status 
quo—in the organism. No growth, no development, no expansion 
and propagation, can derive from homeostasis alone. These are 
due to another fundamental biologic phenomenon, namely, the 
endogenous production of excitation which continuously—and 
selectively—raises the organic tension above the equilibrium level. 
To characterize this phenomenon, Alexander (1, 2) introduced 
the “principle of surplus energy,” and from it he derived certain 
biologic formulations and theories concerning erotism, growth, 
development, and propagation. He considered the production of 
endogenous excitation and the subsequent discharge from a quan- 
titative, and not a qualitative, point of view. Through this ap- 
proach no classification of drives can be formulated; a distinction 
is made merely between those tendencies which comply with 
homeostasis alone—maintenance and re-establishment of the status 
quo—and those which result from the surplus energy and its dis- 
charge in various activities. The latter Alexander calls “erotic 
drives.” According to this theory, the discharge of all surplus 
energy, by which homeostasis is re-established, is pleasurable. 

As mentioned before, the task of maintaining homeostatic 
equilibrium is complicated by the phenomenon of growth. Ac- 
cording to Alexander’s vector analysis, growth is based on the fact 
that more incorporated energy and substance is retained than is 
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eliminated. When the limit of growth is reached by the mature 
organism, however, nothing can be added to it; the surplus, which 
during the process of growth could be added to the organism, is 
now expended in the form of propagation and care of the prog- 
eny. Propagation is accordingly considered as basically related to 
growth: it is growth beyond the limits of the individual. 

The pregenital L of sexuality also can be described 
as discharge of surplus excitation which is not utilized and inte- 
grated in the interest of self-preservation. According to Alexan- 
der, during early infancy many physiological functions are erotic 
in nature. The child playfully practices many of its physiological 
functions, such as sucking, anal activities, etc. The erotic com- 
ponent of these functions becomes lost when they are utilized 
secondarily in the interest of the total organism and are integrated 
into thé total functioning that serves survival. Essentially, in this 
view, the sexual nature of a phenomenon rests on two criteria: 
(1) that it is a discharge of any ee impulse which is in 
excess of the utilitarian needs of the organism and (2) that it is a 
discharge for its own sake (to get rid o; surplus excitation) and is 
not utilized in the interest of survival as an integral part of the 
total functioning of the organism. In the framework of a similar 
conceptual system, French (15) subjected the principle of inte- 
gration of psychic energy toa methodological study. 


REPRESSION 

Repression is the most important psychodynamic phenomenon 
which Freud discovered in his earliest studies of neuroses. The 
exploration of the consequences of this phenomenon led him to 
the formulation of unconscious, preconscious, and conscious 
states of mental activity; from these he later derived the topo- 
graphic and the structural concept of the mind (19). The ego is 
the integrating organ which has access to the voluntary motor 
system and is endowed with other specific functions. When a 
drive or memory (mental representation of an experience) under- 
goes repression, it is excluded from the ego, is subjected to mental 
processes which are extraneous to the individual’s conscious inner 
experiences, and, so long as it remains unconscious, it 1s Inacces- 
sible to introspection. 

Since not A E NE mental phenomena are excluded from 
the ego, only a very narrow span of mental phenomena can be 
conscious at any given moment. Most mental phenomena which 
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the ego uses for oe and, in general, for its integrative func- 
tioning are temporarily latent—unconscious—but can be awakened 
to consciousness according to need. These unconscious mental 
phenomena are called “preconscious.” In this case the adjective 
“unconscious” is used in a descriptive sense. According to Freud, 
consciousness is not a necessary characteristic of mental phenom- 
ena. There are also mental phenomena which do not become con- 
scious even when they are stimulated; they remain beyond the 
reach of the ego. These phenomena, unlike the preconscious ones, 
are unconscious in the systematic sense of the word. When Freud 
uses the term “unconscious” in this latter sense, namely, to indi- 
cate a certain category of mental phenomena, different from the 
preconscious, he adopts, in writing, the abbreviation “ucs”; analo- 
gously he uses “pcs” and “cs” for preconscious and conscious 
mental phenomena, respectively. a 

The confidence nates amentally sound person has in his capac- 
ity to act and behave coherently in his daily life, to express his 
thoughts, and to understand the speech and behavior of other per- 
sons is based principally on his feeling that he is making coherent 
use of the wealth of his preconscious memories and knowledge. 
Most contents of memories, of aims that one wants to reach, and 
of acquired ideas are, at any given moment, unconscious in a 
descriptive sense but become conscious at the proper time for 
thinking and acting: the preconscious is the integrative mental 
domain of the ego, 

The phenomena of the “system preconscious” (pcs) are co- 
ordinated in time and according to concepts of space and causal- 
ity. They are expressed mentally in Ss and are influenced by 
external contingencies. The A not differ from the conscious 
phenomena in any respect Pler than that they are not discharged 
in voluntary action, 

„ Repression is one of the dynamic defenses against drives and 
“memories which cannot be controlled by the ego and which thus 
ed pase its wi chor Repression and the ego defenses in gen- 
eral are closely related to the phenomenon of anxiety, which will 
soon be discussed. After undergoing repression, drives and memo- 
ries, as well as connections between different mental data, do not 
rie Se in the preconscious system but are excluded from it. 
Therefore, they become subject to the patterns of mental func- 
tioning which characterize the “system unconscious,” from which 
all drives and their pertinent cathexes derive. This system is also 
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called the “id,” the Latin neuter pronoun of the third person. 
This term expresses the impersonal nature of the system, namely, 
its independence of the ego. Freud pointed out that, in respect to 
the ego, the id is the inner (namely, mental) foreign country, just 
as the external environment constitutes the outer Ses country. 

To comprehend the phenomenon of repression and its implica- 
tions, one must study it from a dynamic as well as from a struc- 
tural and topographic point of view. The first considers the forces 
employed by the ego to maintain the exclusion of a repressed drive 
from the ego and from consciousness in spite of its pressure from 
the id, where it may be strongly cathected; the latter concerns the 
localization of the process in the mental apparatus. It has been 
said that repression takes place between the system unconscious— 
the id—and the preconscious—the ego. These mental localities are 
not anatomically related to different portions of the brain, but are 
rather spatial symbols, that is, different patterns of mental func- 
tioning which maintain a constant reciprocal relationship. Only in 
this sense can mental structure and topography be understood. 


Tue Eco AnD THE Ip 


A brief exposition of the functions of the ego and of the main 
characteristics of the id is indispensable for the clarification of the 
dynamic involvement of the ego in the process of repression. As 
was said above, the most important function of the ego is integra- 
tion. It mediates between inner instinctive demands and the impo- 
sitions of the outer world, making plans for obtaining gratification 
of its needs, properly timing the necessar intermediate goals, 
checking temporarily or permanently the discharge of such ten- 
sions as would interfere with the achievement of the end-goals, 
and eliminating contradictions between different urges. In brief, 
integration is a unifying function of the ego for coherent be- 
havior and conduct. Special credit is due T. M. French (14, 15, 
16, 17) for his thorough analysis of the integrative function of 
the ego. 

The ego’s function of intro- and extra-spection, namely, of per- 
ceiving inner mental data as well as, by means of the sense organs, 
the objects and events of the outer world, is indispensable for inte- 
gration. But only through a dynamic understanding of the per- 
ceptive function can phenomena such as hallucinations and de- 
lusions be explained; These phenomena are “false perceptions”; 
that is, the ego mistakes mental stimuli for data of the external 
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reality. In halldeinations the stimuli are perceived with sensory 
qualities. To account for the ego’s ability to discriminate among 
the origins of perceived stimuli, whether they come from the 
outer or the inner world, Freud postulated an important function 
of the ego—“reality testing.” He described the way in which this 
function operates as early as 1900, in his classical work, The Inter- 
pretation of Dreams (21). 

In the beginning the infant utilizes a simple device to distinguish 
the origin of a stimulus: when through his movements the per- 
ceived stimulus disappears or changes position, it is recognized as 
deriving from the external world, while, if it remains unaltered 
by his movements, it is perceived as a stimulus from within. Sub- 
jectively, the external world is reality, the inner world is only 
imaginary. Upon the establishment of reality testing, the sensory 
characters of remembered or imagined data are suppressed, and 
only the situations which are recognized as real bring lasting satis- 
faction. This primitive device for testing reality becomes insuffi- 
cient with the progressive development of the ego’s orientation in 
the outer world. Motility alone is inadequate to convey a correct 
orientation to the real conditions and situations of the external 
world. In fact, the primitive “motoric” experimentation in testing 
reality is steadily augmented by the functions of thinking and 
reasoning. However, the complex nature of the mature function 
of reality testing does not always convey to the ego a feeling of 
certainty about external facts but may leave doubts and lead to 
varying degrees of uncertainty. 

The earlier concept that delusions and hallucinations occurring 
in dreams and in psychosis are the result of a deficient reality test- 
ing does not account completely for these phenomena. It is true 
that these phenomena are due either to disintegrative processes of 
the ego or to its temporary weakening, as during sleep, but they 
are not caused directly by failures in reality testing. Federn speaks 
of a “sense of reality,” as distinguished from reality testing. The 
acknowledgment of the reality of certain data is certainly based 
on reali testing; the individual may revise some of his formerly 
“recognized” realities, for example, upon obtaining proof to the 
contrary. But when a psychotic patient “senses” determined men- 
tal data as being real, that is, as corresponding to external facts, he 
does not “test” them, since reality testing for him has become 
useless. 

On the one hand, it is well known that the paranoiac ego is high- 
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ly logical in its thinking. On the other hand, repressed thoughts 
which break through from the unconscious into the ego may be 
sensed as external reality in defiance of any reality testing; they 
form the contents of the delusions. Therefore, the patient is con- 
fronted with the difficult task of bringing his delusions into agree- 
ment with the data of actual reality that he perceives and under- 
stands. This leads to what Freud called the “secondary elabora- 
tion,” a process to which the contents of delusions are subjected. 
The manifest content of delusions (as in dreams) is a distorted 
product of repressed drives, and its latent meaning can be under- 
stood only through interpretation. But the ego’s need for coher- 
ence is responsible for the elaboration of a meaningful appearance 
out of the images and thoughts which result from the alteration 
of repressed content in the unconscious; in other words, the con- 
crete delusional ideas are so chosen as to present a logical fagade, 
to appear consistent with the data of reality. In addition, the para- 
noiac patient finds artificial connections between different, or dis- 
connected, perceived facts of reality, in order to substantiate the 
“reality” of his delusions; this is the mental activity of “mending.” 
The latter, as well as the secondary elaboration of repressed 
thoughts, can be regarded as a kind of compensation for the 
omitted reality testing. Reality testing provides substantiation of 
consistent facts, as well as rectification of errors; secondary elabo- 
ration patches up a fictitious consistency between mental con- 
tent, felt as external reality, and the actual reality, in order to safe- 
guard the feeling of integration. 

From the study of the behavior of the patient suffering from 
delusions as well as from the sensation of estrangement (unreal- 
ity) from actually perceived outer objects, it becomes evident 
that reality testing does not fully explain the sense of reality. 
One of the important achievements of Federn’s studies in ego psy- 
chology during the last thirty years is the clarification of the 
dynamic implications of the “sense of reality.” 

Only the main outline of Federn’s theories can be presented 
here. They are based on an accurate description of the ego phe- 
nomenon as it is actually experienced by the subject. To account 
for the ego experience FÜR Federn postulates an “ego cathexis,” 
aform 4 excitation or “energy” which conveys this experience. It 
is a common realization that one’s self-experience manifests fluc- 
tuating degrees of intensity: in certain states one feels numb; in 
others, more vivid. During dreamless sleep the ego cathexis is 
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withdrawn. In the waking state one feels one’s self (one’s ego) in- 
trospectively as a coherent unity: all the bodily and mental ele- 
ments which are included in any given ego experience are simul- 
taneously invested by the ego cathexis, which thus exerts:a uni- 
fying and integrating function. The ego investment of the ca- 
thexis, which includes the preconscious, necessarily has an exten- 
sion, the periphery of which (in Federn’s expression, the “ego 
boundary”) is flexible; varying mental contents are included 
within and excluded from the ego at different times. In the ego 
boundary the sense organs are included and imbedded, like win- 
dows in a wall. 

Only those mental stimuli which are intercepted and invested 
by the ego cathexis, thus being included and integrated in the 
ego unity, are felt to be mental (inner subjective experiences). 
They are recognized as “unreal” in so far as they do not belong to 
the facts existing in the external world. Certain disturbing drives, 
memories, or thoughts against which the ego mobilizes a dynamic 
barrier, called “countercathexis,” do not obtain preconscious 
cathexis; thus they do not participate in the ego, nor do they come 
to consciousness even when they are strongly cathected from the 
id. Such mental data are repressed. The countercathexis consti- 
tutes the dynamic ego boundary toward the unconscious (the id). 
When the unconscious pressure of repressed drives challenges the 
efforts of the ego to maintain their repression, a state of anxiety 
ensues. When unconscious drives or thoughts, without investment 


by ego cathexis, break through into consciousness, they are sensed . 


in the form of hallucinations and delusions as if they existed in 
reality. 

These phenomena may be due either to a relative weakening of 
the ego resistance—the ego boundary—or to a relative increase of 
the drive cathexis. They are usually indicative of an ego weakness, 
temporary, as in states of exhaustion or sleep, or more lasting, as 
in psychosis, Ego weakness is understood to be a scarcity of ego 
cathexis, which may be innate or may be the economic conse- 
quence of too great investment of cathexis in such activities as 
repression. Whenever a mental structure enters the ego boundary 
from without, itis sensed as external reality; when it participates in 
the ego (is invested by the ego cathexis), it is recognized and felt 
as “inner mentality.” In certain disturbances of the ego, the parts 
of the ego boundary in which the sense organs are imbedded are 
insufficiently cathected; in this case the perceptions of the actual 
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external reality enter the sense organs but do not pass through the 
ego boundary. As a result, they are sensed as unreal and tained 
like; this is the phenomenon of “estrangement.” ‘ 

In the present-day view, repression is of two types. In the first, 
material which has never been cathected by the ego but has re- 
mained in the id is kept repressed and never achieves conscious- 
ness (primary repression). In the second, material which was once 
conscious but which cannot be integrated in the present state of 
the ego is regarded as repression proper. 


Tue Unconscious 


It is helpful to repeat that the preconscious and conscious men- 
tal phenomena are rooted in the unconscious system. Every drive 
and interest, every memory and representation of the “inner for- 
eign country,” originate in this system. Only upon acquiring the 
binding preconscious cathexis are they included in those coherent 
mental processes which can be reached by introspection. The 
binding or fixing character of the preconscious cathexis will be 
considered shortly. 

The mental phenomena deprived of, or not obtaining, precon- 
scious cathexis are subjected to processes which are characteristic 
for the system unconscious. They can be recognized through the 
analysis of their end-products as they are revealed in dreams and 
mental symptoms. These phenomena are very different from 
anything which can be perceived through introspection. In the 
system unconscious the cathexis is not fixed on the sb repre- 
sentations but is “free-floating”; that is, the excitation of one rep- 
resentation can pass to other representations which are connected 
with it by associative links. Thus one stimulated representation 
can be substituted for another, irrespective of logical or rational 
motives. In fact, this phenomenon, called by Freud the “primary 
mental process,” is not adjusted to reality. Some substitutions of 
unconscious representations by other images occur according to 
fixed inherited patterns, common to all human beings. Such 
archaic relations between many representations—of a man, of a 
woman, of children, of parents, and of persons in general, of death 
and birth, and especially of sexual organs and sexual functions— 
and the images determined by one’s individual experience are 
called “symbolic.” The symbols belong to the archaic traits of the 
system unconscious. 

In this system no distinction between real and unreal is made. 


56 Dynamic Psychiatry 


The mental content which is cathected at any given moment is 
not related to external reality; no sense of reality or reality testing 
can function in the system unconscious. Nor can judgment, dif- 
ferent degrees of certainty, doubts, or negation of mental content 
exist in this system. Its representations are not expressed in words 
as are those of the preconscious. Since, in Freud’s eee there is 
no integration of the drives in the id, no incompatibility between 
contradictory drives can ensue; they may be aroused simultane- 
ously, leading to a composite formation. 

The primary process—the free displacement of mental excita- 
tion—does not lead to simple substitutions of one representation 
by another. Two or more representations can be simultaneously 
aroused. The cathexes of these representations may then be 
directed to still another representation, which thereby becomes 
strongly cathected (condensation of cathexes); or else a fusion 
of the stimulated representations may ensue (they may be 
“telescoped,” to use a term introduced by French, into one 
representation). The primary process is checked by the inter- 
vention of the preconscious cathexis which concerns the repre- 
sentation of verbal expressions. Only when the id-cathected 
object representation (Sach-Vorstellung) is united with the pre- 
conscious verbal representation (Wort-V orstellung) does the 
cathexis remain fixed on the representation, and displacement no 
longer occurs. Freud called this binding effect, resulting from the 
union of the id and the preconscious cathexes, the “secondary 
mental process” (23). It 1s the necessary presupposition for co- 
herent and rational thinking. 

Most dream images and neurotic symptoms appear meaningless 
and even absurd as long as they are not subjected to analysis. By 
this procedure the original unconscious content, which was 
altered by the BT process, can be detected. Repressed memo- 
ries and drives, which are void of the preconscious cathexis, un- 
dergo the processes of the system unconscious just described. 
And only when, by the effect of the primary process, they 
become so disguised as to be unrecognizable by the ego can they 
reach the preconscious and consciousness. 


"THE PHENOMENON OF ANXIETY 


Freud’s nondoctrinal approach to psychoanalytic problems is 
clearly illustrated by the evolution of his dynamic concept of the 
“phenomenon of anxiety” (24). In his earlier theory, anxiety was 
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held to be the result of the inhibition (repression) of sexual excita- 
tion (libido), which thus built up tension to a level at which its 
emotional discharge, in the form of anxiety, was necessitated. 
He thought that libido was always transformed into anxiety when 
it was directly discharged from the unconscious. This theory was 
supported by a wealth of clinical experience. Patients developed 
neurotic anxiety when they repressed sexual desire or did not find 
adequate sexual satisfaction, especially when they were exposed 
for a certain length of time to excessive stimulation. 

In 1926, in The Problem of Anxiety (24), Freud published his 
newer conceptions which had been modified from his earlier 
theory upon deeper consideration of many clinical manifesta- 
tions. As a matter of fact, in his new concept, sexual tension 
maintained the role of a determining factor in the production of 
anxiety; but the dynamic formulation of the phenomenon of 
anxiety was revised in a decisive way, through connection with 
the economic concept of mental traumatization. Therefore, the 
more recent psychodynamic theory of the phenomenon of anx- 
iety rests on the concept of trauma. 

A traumatic condition ensues when the afflux of excitation 
into the mental apparatus can no longer be mastered; in other 
words, when the dynamic resources of the organism are insuffi- 
cient to bind the impact of energies which cannot be discharged. 
Freud’s German expression for countercathexis, Gegenbesetzung 
(“opposing stronghold”), conveys an excellent figurative picture 
of his dynamic concepts of defense and trauma. A physical trauma 
is a lesion of the external protective layer of the organism, the 
skin, which permits the entering of greater amounts of external 
stimulation than can be dealt with. Thereupon, the mental appara- 
tus mobilizes defensive energies to check the invading stimuli. 
Freud called the external layer of the organism “stimulus pro- 
tection” (Reizschutz). 

Stimuli also enter the mental apparatus from within, from the 
id—the source of all needs, drives, and urges. It is the task of the 
ego to deal with the drive stimuli by binding and integrating them 
into a coherent behavior pattern. As has been explained, the ego 
uses the binding energy not only to fix the id cathexes on the 
single mental representation but also to keep them in check until 
the proper time for their discharge arrives, in accordance with its 
integrative plans for the achievement of the end-goals. French 
(16) points out that the ego’s capacity to restrain subsidiary 
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impulses from premature discharge is dependent on its confidence 
that it will be able to achieve the end-goal. When hope diminishes 
or fails, then the ego tends to lose its control. 

The inner drive tensions can determine a traumatic condition 
in two ways. In the first place, the drive excitation may not find 
an outlet for its discharge, and its unchecked increase may prevent 
the re-establishment of psychic equilibrium. Second, the satisfac- 
tion of a given drive may be possible and, in itself, pleasurable, as 

` is any drive satisfaction, but it may be dangerous by implication. 
In other words, its gratification may interfere with other impor- 
tant needs of the individual or may expose him to external trau- 
matization, such as punishment, loss of love, or loss of esteem. One 
of the most important sources of danger, that is, of inner indomi- 
table opposition, is the individual’s conscience. This is a function 
of a third mental structure, the superego, the development and 
nature of which will be given due attention. 

Anxiety is produced and experienced by the ego. Whenever 
the ego senses the threat of a traumatic condition, of an increase 
-of tension beyond mastery, it reacts with what Freud called the 
“anxiety signal.” This is a characteristic emotional state which 
stimulates the ego to mobilize all available dynamic resources to 
forestall the threatening trauma. When the threat is imminent and 
severe, the ego has to employ all its available energy to check the 
invasion of excess stimulation, so that its efficiency is more or less 
impaired. A fully developed anxiety state can even paralyze the 
ego, which then remains defenseless in the face of the oncoming 
danger. Freud considers the “danger,” to which the ego reacts 
with anxiety, not as an objective situation but as a threat of a 
traumatic condition. 

When the anxiety is due to the threat of an external danger, it 
is called “fear” (Real-Angst); when it is a reaction to an ungov- 
ernable drive stimulation, sexual or aggressive, it is called “anx- 
iety” (Trieb-Angst), which is characteristic of neurotic anxiety 
states, especially for anxiety hysteria (phobia); when it is due to 
the tension resulting from the strictures of conscience, it is called 
“superego anxiety.” 

In Freud’s opinion the physiological phenomena of anxiety, 
such as palpitation, shortness of breath, tremor, and increased 
bowel Sri represent a “hysterical fixation” to the first situ- 
ation in which the individual helplessly experiences a tremendous 
increase of excitation which cannot be bound and discharged. 
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This was the situation when he was born. At every subsequent 
threat of a traumatic condition, those physiological phenomena 
which the individual experienced in that first traumatic situation 
are reactivated. It is understood, however, that these physiological 
anxiety symptoms are a constitutional reaction pattern and mani- 
fest themselves in every individual in a state of anxiety, irrespec- 
tive of the severity of the traumatization which he himeslf ex- 
perienced at his own birth. In Otto Rank’s exaggerated generali- 
zation, all neuroses and psychoses were traced back to the “trauma 
of birth” (27). 

The phenomenon of re ression is induced by anxiety, as are all 
other defense measures of the ego. The countercathexes form the . 
inner Reizschutz. As long as they keep the drives repressed in the 
system unconscious, anxiety is avoided. Every threat of the 
repressed drives to break through into consciousness arouses 
anxiety. The more repressions and other defenses the ego has to 
maintain, the less energy remains at its a in case of emer- 
gency. So it is evident that, with increased repression, the ego is 
impoverished, its integrative capacity is lowered, and it is more 
easily exposed to external traumatization. 

The experience of an external trauma can provoke a traumatic 
neurosis in the individual. Such a person is unable, for a varying 
length of time after his withdrawal from the situation, to rid him- 
self of the recurring impact of the traumatizing stimulation. The 
state of anxiety outlasts the traumatic situation because the indi- 
vidual was not successful in binding the afflux of excessive stimu- 
lation. And when he finds some relief in waking life through 
various diversions, the unmastered stimuli break through into the 
ego as soon as he falls asleep, provoking anxiety dreams in which 
the traumatic event is re-experienced over and over again. Even- 
tually, the individual succeeds in binding such stimulations. The 
more unexpected the traumatic event, the more severe is its effect, 
for the anticipation of distress may mobilize in advance enough 
binding energy, in the form of anxiety, to prevent a lasting 
mental trauma. The development of anxiety in traumatized indi- 
viduals during their mental re-experiencing of the traumatic event 
serves to bind the excess stimulation which remains uncontrolled. 


THE SUPEREGO 


_ “Identification” of one person with others is an important and 
complicated mental phenomenon. Sympathy, empathy, under- 
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standing of our fellow-men, pity, compassion, and conscience, 
which produces feelings of guilt, are based on various forms of 
identification. 

The type of identification which leads to the formation of the 
mental structure called the “superego” can also be called the 
“internalization” of another individual. The latter is a more accu- 
rate term than Ferenczi’s “introjection” (13), which found a ` 
general acceptance among psychoanalysts, since, as a matter of 
fact, nothing is introjected into one’s own ego. Identification is 
the ego’s adoption of traits and conduct in the likeness of another 
person; it is a kind of imitation whereby the ego feels itself to be, 
in the desired respects, like that person. Through this autoplastic 
duplication of another person, the latter becomes, as it were, 
internalized in one’s own ego. | 

The innate tendency to assume the characteristics of the per- 
sons of one’s environment and to learn to react as they do is 
manifested very early in the infant’s life. No adequate develop- 
ment of behavior, social adjustment, and speech is possible with- 
out identification. It is still a controversial issue whether all fea- 
tures, achievements, and emotional reactions which derive from 
identification with other people, especially with the parents, par- 
ticipate in that mental structure which Freud called the “super- 
ego.” While, according to Freud, the development of the super- 
ego begins at about the fifth year of life, in connection with the 
eens complex, Melanie Klein (26) and Ernest Jones (25) trace 
the beginning of its development back to earliest childhood, the 
first months of life. At any rate, no one doubts that the process of 
identification is already in effect at this early stage. Klein and 
Jones agree that the fal superego structure is not completed 
until the fifth or sixth year. 

Freud did not develop his conception of the main features of 
the superego, an inner institution which exerts the function of 
conscience, until the early twenties. Earlier (1914), in his paper 
on “Narcissism” (22), he described this function as derived from 
the individual’s self-love. In order to satisfy his self-love, which is 
mortified by the discovery of his shortcomings as well as by nu- 
merous parental criticisms, reproaches, and punishment, the indi- 
vidual builds for himself an ideal image to which he wishes to 
conform. His self-love is thus displaced on this “ego ideal,” which 
is built up according to the teaching and examples of the persons 
he admires, chiefly the parents. The inner institution which 
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assumes the function of self-observation, and which is constituted 
by the internalized parents, was later called by Freud the “super- 
ego.” In his earlier concept of conscience, however, he considered 
only the individual’s narcissistic need to comply with the ego 
ideal. Gradually he came to consider conscience as only one 
function of the superego. 

Although conscience is the most important regulating factor 
in human conduct because of its role in determining feelings of 
guilt and the need for punishment, the superego may also ay a 
consoling, encouraging, supporting role, as Freud (20) pointed 
out in his article, “Humor,” published in 1928. Indeed, when we 
consider that all parental attitudes are internalized, we realize that 
the superego must assume this supportive and comforting role as- 
well as be critical and punitive. In undeserved suffering, the 
strength of endurance and the consolation that the individual is 
able to find within himself are derived from the superego. That it 
can also become a source of anxiety and of consequent repression 
was previously pointed out. 

This chapter is intended to deal primarily with the history of 
metapsy ee concepts, as they developed in the suy of 
psychoanalysis. Elaboration of these concepts and further eluci- 
dation belong to the subsequent chapters in Part I, their applica- 
tion to the chapters in Part I. 


BIBLIOGRAPHY 


1. ALEXANDER, F. Fundamentals of Psychoanalysis (New York: W. W. 
Norton & Co., Inc., 1948). 

2. ALEXANDER, F. Our Age of Unreason (rev. ed.; Philadelphia: J. B. 
Lippincott Co., 1951). 

3. Berwarn, C. Leçons de physiologie expérimentale appliquée a la méde- 
cine (Paris: J. B. Bailliére, 1855). 

4. Breuer, J., and Freup, S. Studies in Hysteria (New York: Nervous 
and Mental Disease Publishing Co., 1936). 

5. Cannon, W. B. The Wisdom of the Body (New York: W. W. 
Norton & Co., Inc., 1932). 

6. Fechner, G. T. Einige Ideen zur Schöpfungs und Entwickelungs- 
geschichte der Organismen (Leipzig: Druck und Verlag von Breit- 
kopf & Haertel, 1873). 

7. Fepern, P. “Ego Feeling in Dreams,” Psychoanalyt. Quart., 1:511, 


1932. Aa 

8. FEDern, P. “Ichgrenzen, Ichstä ke und Identifizierung” (“Ego Bound- 
aries, Ego Strength, and Identification”), in Almanach der Psycho- 
analyse (Vienna: Internationaler psychoanalytischer Verlag, 1937): 


62 


27: 
28. 


. Ferenczi, 


Dynamic Psychiatry 


Fepern, P. “Narcissism in the Strucure of the Ego,” Internat. J. 
Psycho-Analysis, 9:401, 1928. 


. Fepern, P. “Zur Unterscheidung des gesunden und krankhaften Nar- 


zissmus” (“On Differentiation of Normal and Pathological Nar- 
eissism”), Imago, 22:5, 1936. 


. Fevern, P. “Some Variations in Ego-Feeling,” Internat. J. Psycho- 


Analysis, 7:434, 1926. 
Fepern, P. “Die Wirklichkeit des Todestriebes” (“The Reality of 
the Death Drive”), in Almanach der Psychoanalyse (Vienna: Inter- 
nationaler as Arte Verlag, 1931). 

“Introjection and Transference,” in Sex in Psychoanaly- 
sis (New York: Basic Books, 1950). 
French, T. M. “Defense and Synthesis in the Function of the Ego,” 
Psychoanalyt. Quart., 7:537, 1938. 


. Frencu, T. M. “Goal, Mechanism, and Integrative Field,” Psychosom. 


Med., 3:226, 1941. 
Frencu, T. M. “Integration of Social Behavior,” Psychoanalyt. Quart., 
14:149, 1945. 


. Frencu, T. M. “Reality and the Unconscious,” Psychoanalyt. Quart., 


6:23, 1937. 


. Freup, S. Beyond the Pleasure Principle (2d ed.; London: Hogarth 


Press, 1942). 


. Freup, S. The Ego and the Id (London: Hogarth Press, 1947). 
. Freup, S. “Humor,” Internat. J. Psycho-Analysis, 9:1, 1928. 
. Freup, S. The Interpretation of Dreams, in The Basic Writings of 


Sigmund Freud (New York: Random House, 1938). 
Freup, S. “On Narcissism: An Introduction,” in Collected Papers, 
Vol. 4 (London: Hogarth Press, 1925). 


. Freup, S. An Outline a Psychoanalysis (New York: W. W. Norton 


& Co., Inc., 1950), p. 
FRevp, S. The Erabi of Anxiety (New York: W. W. Norton & 
& Co., Inc., 1936). 


i Jones, E. Papers on Psycho-Analysis (Baltimore: William Wood & 


Co., 1938). 


. Krem, M. “The Oedipus Complex in the Light of Early Anxieties,” 


Internat. J. Psycho-Analysis, 26:11, 1945. 

Rank, O. The Trauma of Birth (London: Kegan Paul, Trench, 
Trubner & Co., Ltd., 1929). 

Weiss, Evoarno. Principles of Psychodynamics (New York: Grune 
& Stratton, 1950). 


IV 
PERSONALITY DEVELOPMENT 


'THERESE BENEDER, M.D. 


HE psychoanalytic theory of personality consists of con- 
cepts concerning personality as an organization of the 


mental apparatus in general and of concepts concerning the 
processes which lead to differences specific for the particular . 
individual. 

In the infinite differentiations and integrations which make u 
the organization of the personality, it is useful to distinguis 
between the processes of maturation and those of development. 
“Maturation” refers to processes of growth which occur rela- 
tively independently of the environment; “development” refers 
to the interaction between maturational processes and environ- 
mental influences which lead to higher structuralization and to 
individual variations in the psychic apparatus. The development 
of the personality is the unfolding of an innate anlage—constitu- 
tion—under the influence of the environment. Since the primary 
environment of the individual is created by the natural parents, 
who transmit to the child the patterns of the culture in which 
they live, genetic and environmental factors become closely inter- 
woven, and “linked together they form’—as Freud put it—“an 
inseparable etiological unity.” 

The interaction between mother and child begins immediately 
at conception. We assume that the intra-uterine growth evolves 
through continuous gratification of basic needs, sheltered from 
external disturbances. However, not only the physiological proc- 
esses of the mother favorable for the growth of the fetus are 
transmitted; more recent investigations indicate that fluctuations 
in the mother’s physical and emotional well-being may also be 
registered by the fetus. Such influences, as well as the effects of 
obstetrical techniques, may modify the newborn child’s adaptabil- 
ity to extra-uterine life. 

Birth—the interruption of the fetal symbiosis—represents a 
trauma under any obstetrical condition. After a precarious pas- 
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sage through the birth canal, the newborn is subject to an over- 
whelming change in his physiology: he has to become active in 
securing the basic needs for living; he has to breathe, suck, and 
swallow. These vital functions are secured by reflexes co-ordi- 
nated during intra-uterine life. They are ready to function im- 
mediately after birth. Yet, since the network of the vegetative 
nervous system is not yet quite organized, the first weeks of life 
are characterized by vegetative instability. Irregular respiration, 
sneezing, yawning, regurgitation, vomiting, fitful waking, startle 
responses, give the impression that the newborn is not comfort- 
able. Ir takes about four weeks—the “neonatal period”—for the 
infant to advance in maturation to a level where smoother vege- 
tative functioning occurs. 

The activity pattern of the newborn reveals marked individual 
differences, A stimulus intense enough to pass the threshold of a 
“phlegmatic infant” may activate in another infant not only a 
startle response but also a general excitation which provokes a 
crying fit. Even more significant are the differences in the activity 
and endurance in suckling, in the functioning of the digestive 
system, in the rhythm of sleeping and waking. There are other, 
less obvious differences in the sensory system of newborn infants: 
their sensitivity to sound and tone, to tactile and taste stimulations, 
shows marked variations. 

According to Freud’s hypothesis, the sleeping infant is in a 
condition closely resembling that of intra-uterine life. Stimuli 
from without and from within disturb this sleep. Hunger and pain 
are the sensations which most often waken the infant crying. The 
crying fit of the infant is a general motor discharge of excitement 
caused by internal need. It is characteristic of the newborn that, 
if the need reaches the threshold which activates crying, he con- 
tinues with increasing intensity until the satisfaction of his need 
is made available; then he grasps at the nipple and appears to 
“work” with concentration until his hunger is stilled. If satisfac- 
tion fails to ensue, he may cry until his physical forces are ex- 
hausted. 

The mother’s genuine motherliness and her ability and desire 
to protect the infant reduce the frequency of disturbing stimuli 
and diminish the intensity of the crying fits. However, the 
mother’s behavior toward her infant is motivated not only by her 
motherliness but also by the current customs of nursing care. In 
our civilization these customs have changed during the last thirty 
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years, moving from one extreme to the other. Three decades ago, 
the nursing custom could be called “indulgent breast-feeding”; 
the infant was permitted to sleep close to the mother and be 
nursed any time the desire, not just imperative hunger, arose. As 
a reaction to the somatic effects of this indulgence, there followed 
the “strict regime” introduced by the German pediatric school 
(Czerny, Finkelstein). These pediatricians recommended keep- 
ing the infant isolated from the mother, and they established 
“feeding schedules,” even at the cost of the infant’s having to cry 
until exhaustion. It was later demonstrated that the all too rou- 
tinized nursing care overlooked deprivations of various intensity 
and significance. Recently, a better balance between the child’s 
needs and his gratifications has been recommended, thus allowing 
for individual differences rather than maintaining rigid regu- 
lations. 

Normally, crying is a signal for the mother to take care of the 
baby. The rhythmically returning course of events is this: arising 
need—disturbance of sleep—crying—gratification—sleep again. As 
far as the newborn is concerned, this process evolves within the 
self, without the realization of an external environment. In this 
phase of extra-uterine symbiosis, the mother is part of the process 
of gratification. Sometimes one may observe intense sucking 
movements before the awakening of the infant. This phenomenon 
can be interpreted as repetition of the intra-uterine “practice” of 
the sucking reflex, which, in this early period of extra-uterine life, 
represents an attempt to continue the symbiosis and to preserve 
sleep. Naturally, the need remains unsatisfied and increases until 
it wakens the infant crying. The rhythmic alternation between 
need and gratification supplies the infant with the metabolic and 
emotional requirements for a smooth course of developmental 
events. 

Feeding, especially at the mother’s breast, not only satisfies 
hunger but also conveys to the infant the tactile and kinesthetic 
sensations of being protected; it preserves the security of the 
symbiosis. A biological communication between infant and 
mother is repeated with each nursing: the infant turns the head 
toward the mother’s breast, incorporates it, retains it as part of 
the self, then separates himself from it, and by this, from the 
mother again.! The next step in growth is indicated when the 


1. This process is sup} sed to represent the core (and the model) of the 
psychological process of identification, which is one of the basic patterns in 
personality development. 
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infant, after gratification of hunger—or after alleviation of dis- 
comfort and pain—does not fall asleep immediately but exercises 
“activities” already attained. He continues sucking playfully on 
the breast, enjoying the tactile sensations of lips and tongue, of 
fingers and cheeks, as they touch the breast; he learns to find his 
mouth in order to suck his fingers. While the infant enjoys the 
self-produced sensations, being awake enables him to perceive 
that the need originates within the self and the source of gratifi- 
cation—the mother—is outside.” We usually recognize this devel- 
opmental step in the visual behavior of the infant: he follows the 
mother with his eyes. 

The visual behavior of the infant is probably the first active 
manifestation of his need for communication with the environ- 
ment, which, in the first place, is the mother. The infant’s glance 
appears to greet the mother, his intent stare at her seems to grasp 
her and to hold onto her with his eyes before he can grasp her 
with his mouth. Soon after the visual co-ordination enables the 
infant to fix his gaze on an object, his mimical expressions become 
a rich means of communication. Not only the mother can inter- 
pret this body language; the trained observer also sees in it the 
content of the infant’s primary relationship with his mother. 

If the developmental process is undisturbed, the infant pre- 
serves the sense of security that all his needs are (and will be) 
satisfied. This sense of confident expectation from the mother is 
the content of the earliest affective relationship. Confidence is 
the intra-psychic correlate to the passive, receptive, dependent 
state of the infant; it plays an important role in his metabolic and 
psychic economy (9). Confidence sustains the mother-child unity 
and thus protects the infant from the intensity of external stimuli. 
Confidence acts as emotional shelter. It facilitates learning. The 
diminished instinctual tension enables the infant to give attention 
to the environment. The normal infant learns to understand the 
mother’s facial expressions, just as the mother discerns in the 
infant’s behavior the “signs and signals” of his needs as well as of 
his desires for activity. ‘Through this preverbal communication, 
the child learns to accept the mother’s reassurance in any new 

2. Although a discussion of the maturation sequence is beyond the scope of 
this presentation, the author takes the growth processes and their observable 
psychologic manifestations more into consideration than is usual in psycho- 
analytic literature. It is in this sense that the author differs with Freud’s concept 


that the newborn attributes all the pleasant sensations to the self and the un- 
pleasant sensations to the environment. : 
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step which his adjustment requires. The situation is different 
when the affect-position of primary confidence cannot develop. 
The conditions which lead to the disturbance of the primary 
relationship between mother and child keep the infant in a state 
of tension. Whether this is expressed in fitful sleep and crying fits 
and/or in feeding difficulties, the behavior of the infant reveals 
the disturbance of communication between infant and mother. 
Not trusting that his needs will be satisfied, his capacity for 
learning becomes inhibited, and in extreme cases (such as hos- 
pitalism), instead of learning, a reflex behavior develops. As the 
maturation proceeds, the healthy infant shows signs of recog- 
nition and a willingness to wait. The three-month-old infant 
recognizes the mother and the four-to-five-month-old follows 
attentively the Didar saan for his feeding. 

By the time the infant turns his head toward the mother and 
smiles at her expectantly, the following developmental steps have 
been achieved: (1) differentiation between the self and the new 
environment, (2) perception of the mother as the “needed ob- 
ject” for relieving internal tensions, (3) experience of need as well 
as of satisfaction (pleasure of satiation within the self), (4) at- 
tention to animate and inanimate objects related to needs and 
gratification. 

Since a psychic organization in which id is distinguished from 
ego emerges only gradually as a result of growth, from the point 
of view of personality organization the neonatal period an 
an undifferentiated phase (32). The whole physiology of the new- 
born is in the service of survival alone. The maturation of the sen- 
sory and motor apparatus and certain emotional attitudes, such as 
the manifestation of the early relationship to the mother, are in the 
service of self-preservation and later will come under the control 
of the ego. The same growth processes produce a surplus of vital 
energies, which then become the source of no e sensations 
and form a “reservoir of later differentiable psychic energies,” 
which is the id (19). 

With each step of the maturational processes of the motor and 
sensory organs, new needs for activity become manifest; it takes 
only a short while for the “practice” of these functions, that is, 
the functions themselves, to become a source of pleasure. For 
example, the unco-ordinated movements indicating discomfort, 
which one observes in the newborn when his blankets are re- 
moved, later become a push-and-pull game which reveals the 
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infant’s well-being. The pleasurable sensations come from all 
sources of vital energies and absorb the infant's attention immedi- 
ately after the tension of the body is relieved. The relaxed infant 
either sleeps, or he is preoccupied with the pleasurable sensations 
of his body. These sensations, while originally representing onl 
pleasurable excitation, may later become a need which demands 
gratification. Thus, at this stage of the development, one may 
differentiate between id and ego. The id generates impulses which 
may be supportive to, or in conflict with, the maturational and 
adaptive processes which form the tasks of the ego. 

The libido theory was originally an anatomical concept. The 
organs which produce libido are the “erotogenic zones”; there 
the instinctual need is stimulated and is gratified. “Autoeroticism” 
is the gratification achieved by self-manipulation of the “zone” 
in which the need is perceived. The lips, the mouth, the skin, the 
anal mucous membrane, the penis, the clitoris, are considered 
erotogenic zones. In the center of the developmental organization 
is the erotogenic zone which is dominant at a specific age. In this 
sense, one speaks of “oral,” “anal,” and “genital” phases of devel- 
opment. 

The first stage of libido organization is the “oral phase.” The 
mouth is the erotogenic zone which experiences oral libido and its 
gratifications. The aim of oral libido is incorporation, and “the 
process is in the service of identification.” This is, however, not 
an oral process exclusively. Olfactory, vestibular, and tactile 
sensations play a role in the feeding response of the newborn; 
some weeks later, auditory and visual sensations are also integrated 
into the feeding experience. Since all the sensory manifestations 
are in the service of the “receptive tendencies,” these sensations 
as well as the feeding itself are a part of the process through which 
the infant evolves identification with the mother as well as a 
een affective relationship to her. The infant’s capacity to 
adapt himself to his environment—the growth of his ego—goes 
hand in hand with the development of object relationship with 
the mother. 

Not all the libidinal pleasure of the infant is autoerotic, gener- 
ated by the self. The infant receives libidinal stimulation through 
the nursing care, through tactile, vocal, and tonal expressions of 
tenderness. Since the satisfaction of the physiological needs is 
fused with erotic, libidinous sensations generated by the mother, 
this continuation of gratification represents an urge strong enough 
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to maintain object relationship. The interchange between auto- 
erotic and object-erotic gratifications is an important factor in 
successful infant care. The overstimulation of the loving mother, 
who does not let the waking infant be alone with his self-gener- 
ated pleasures, actually frustrates the child; on the other hand, an 
excessive amount of autoerotic gratification at this age, similar to 
the extensive fantasy life of older children, turns the infant away 
from the object world and inhibits his efforts toward mastery of it. 

Recent studies (41) of institutionalized children show that in- 
fants who did not develop object relationships or had to give 
them up because of neglect, withdrew from the environment and 
lived the life of preverbal fantasies which are expressed in the 
‘monotonous repetition of some form of autoerotic manipulation. 
Even if the condition is not extreme, overindulgence of the pas- 
sive dependent needs can lead to an abundance of autoeroticism, 
since overindulgence deprives the child of the gains of his own 
expansiveness and inhibits his tendencies toward activity. There 
are many gradations between the compulsive, fixated autoeroti- 
cism of the withdrawn child and the happy, autoerotic pleasures 
of the well-developing infant: The former are diverted by hardly 
any substitute, while the latter turns his attention easily toward 
the mother and accepts her stimulation to external activities. 

The primary process of mastery of the outer world repeats, to 
some degree, the process of incorporation. Grasping with the 
mouth is the first sign of not being afraid to incorporate (spoon, 
bottle, new food), Grasping with the hand and leading the object 
toward the mouth, putting it in the mouth and sucking on it, are 
the next steps in dealing with objects. (The child’s own finger or 
toe is an external object in this res ect.) The three-to-five-month- 
old baby grasps the bottle and holds onto it; the six-to-seven- 
month-old baby puts the objects which stimulate his interest into 
his mouth, in order to investigate them with his lips and tongue 
and thus to become acquainted with them. This is not a receptive, 
incorporative attitude alone; it is the manifestation of curiosity, 
through which the infant learns to recognize the objects of his 
surroundings. Learning is a receptive function later in life, too; 
what one really knows becomes a part of one’s self. In infancy 
the receptive tendency appears manifest in oral activity—as if 
the baby has to be one with the object before he can learn to deal 
with it as a part of his external reality. 

In deed, the receptive and incorporative tendencies and their 


70 Dynamic Psychiatry 


psychie representation, oral libido, explain the psychodynamic 
processes of early infancy. The oral phase of development usually 
comprises the first year of life. Abraham (1) differentiated two 
levels within the oral phase: the passive-receptive oral phase, 
which lasts until the child becomes able to reach actively for 
objects; the active-incorporative oral phase, which is character- 
ized by attempts at mastery through incorporation (biting is such 
a manifestation). 
Abraham’s distinction between the two levels within the oral 
hase has more than descriptive significance. The term “active- 
incorporative oral phase” indicates that the receptive tendency 
is charged with aggressive impulses; these are usually directed 
toward the mother. Mothers cannot always provide infants with 
the requirement of undisturbed development. “Nervous” infants 
respond even to slight stimulation with uncomfortable tension. 
Since the infant has no other means than the crying fit of dis- 
charging his tension, nervous infants often respond with a veri- 
table “storm of excitation.” It depends on the doses of maturity 
of the vegetative nervous system and the gastrointestinal tract 
whether the excitation becomes bound to definite parts of the 
gastrointestinal system. Since these systems are immature, colic, 
pylorospasm, diarrhea, or constipation may disturb the infant. 
Pain and tension increase the urge to gain relief and re-establish 
security by being close to the mother. The crying infant bites 
the nipple with force and suckles with greed. If the mother does 
not succeed in pacifying the infant, his physiological tension in- 
creases, and the need for incorporation comes more and more 
charged with motor energy. This is called “hostile incorpo- 
ration”; although the psychic representation of hostility can 
hardly exist at that age, its model is formed. While the crying fit 
alienates the helpless mother, who feels rejected by her child, the 
child feels even more “annihilated” by the sense of frustration, 
_ which leads to his exhaustion. The manifestations of hostile, ag- 
gressive, incorporative tendenciesäthus indicate the developing 
interpersonal conflict between mother and child; they also repre- 
sent the origin of ambivalence in the infant and thereby the core 
of intrapsychic conflict. 

The classical psychoanalytic theory of personality develop- 
ment was originally formulated by Freud and Abraham and con- 
sisted of the libido theory. Later, Freud developed the structural 
concept of the personality and defined its interacting functions as 
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id, ego, and superego. Alexander (3, 4), considering that libido 
is produced by the positive balance (surplus) of the metabolic 
processes, defined psychic energy by the direction of its function 
rather than by the erotogenic zones (vector concept). These con- 
cepts are not contradictory; they complement each other. 

This presentation of the developmental processes has traced 
the structuralization of the personality during the oral phase of 
the libido organization. Because of the physiology of the meta- 
bolic processes and the accompanying emotional needs, this phase 
can be described as the passive-receptive, dependent period of 
infancy. During this period, the differentiation of ego and id 
begins to evolve hand in hand with the development of primary 
object relationships. If the needs of the growing organism are not 
adequately met, insecurity, anxiety, and conflict develop. 

Rado (39), Fenichel (18), and others pointed out that the first 
En of self-esteem (Selbst-Gefühl: a feeling of the self as a 
whole being) is the sense of security acquired by all the satisfac- 
tions connected with feeding; these analysts assume that the early 
disappointments and anxiety, which some infants experience in 
connection with feeding and digestion, may cause a sense of help- 
lessness, inferiority, and worthlessness. If the positive, ego feelin 
is too often interrupted by its opposite, the ego development 1s 
impaired, (Fixation to the negative feelings within the self may 
become the core of psychosis or narcissistic neurosis.) The posi- 
tive balance in the ego feeling, however, tends toward further dif- 
ferentiation for the sake of better adaptation. 

The two principles of psychic Eee eo pleasure and the 
reality principles (21)—are manifestations of the ego’s adaptive 
function. The pleasure principle strives toward immediate gratifi- 
cation, and as such it serves ii id; the reality principle tends to 
postpone immediate gratification in order to make later gratifica- 
tion secure by mastering the reality situation. Indeed, the infant 
learns soon to differentiate what causes pain and learns to avoid it; , 
he learns also which of his actions bring the mother’s—and other 
persons’—approval and expressions of love and which will bring 
about disapproval and withdrawal of love. 

When = reality principle begins to take control of behavior, 
the child enters the second phase—the “anal-sadistic phase” of the 
development, This means that the anus becomes the leading eroto- 
genic zone. Its double function—retention and elimination—be- 
comes the center of interest and the source of pleasure. While the 


72 i Dynamic Psychiatry 


terms refer to the anal processes alone, actually urinary elimina- 
tion and retention and the pleasure derived from them belong in 
the same developmental phase. 

Toilet training is a crucial learning situation. In the authoritar- 
ian Western culture it was undertaken early. In recent years, with 
the increasing regard for the individual needs and expressions of 
the child, habit training is delayed to the second year. One assumes 
that compliance is easier when the child has achieved a degree of 
motor control. Walking is a good indicator of the change in the 
balance of the motor apparatus. When the child begins to walk, 
much of his attention is turned to this function. The increase in 
self-esteem which the child experiences with this achievement 
may easily be integrated with another achievement: sphincter 
control. At the same age the interpersonal relationships of the 
child have developed far enough so that he can understand the 
request of the adults and thus may “co-operate” in order to gain 
approval. The effectiveness of the parent’s approval and disap- 
proval as an instrument of habit training depends on several fac- 
tors, One is the child’s already established relationship to the par- 
ent; if this is ambivalent, the habit training becomes difficult. ‘The 
other consideration is timing. There is an optimal time for habit 
training. This is when the stimulation of the urethral and anal pas- 
sagesis likely to create sensations intense enough to make the child 
aware of them and when the pleasurable quality of those sensa- 
tions has not yet been enjoyed for too long a period. If the reten- 
tive and eliminative functions have already become an accustomed 
source of pleasure, the child will have difficulty in establishing 
control over them. 

Toilet training is the ego’s first conscious struggle for mastery 
over an id impulse. The process has several phases. It is usually the 
mother’s task to influence the child—his ego—to exert himself 
against his tendency for soiling—against the id impulse. Actually, 

„the child is offered’a choice between various instinctual gratifica- 
tions: the praise and love of the mother is one, and the satisfaction 
in soiling is the other. Thus the mother induces a conflict between 
rivalrous id impulses: an “instinctual conflict.” With his compli- 
ance the child earns not only external approval but also internal 
satisfaction: a sense of mastery. When this sense/of mastery be- 
Comes a goal in itself, the struggle reaches its next phase: the ego, 
stronger through gratification, tries to exert effort against the im- 
pulse wichout the help of the physical presence of the mother. 
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The request of the mother thus becomes incorporated, and the 
“sphincter morality” is gradually established. This represents a 
new structuralization within the self; the child becomes inde- 
pendent in so far as his ego can deal with the id impulse; but he 
also acquires the responsibility to do so—and this produces a new 
vulnerabili From this time on, anxiety signals danger when the 
id impulse is threatening to break through the controlling strength 
of the ego. Thus a “structural conflict” (8), i.e., a conflict be 
tween the incorporated prohibitions—primary superego—and the 
id impulse, is established and begins to control the behavior. 

The method by which this result was achieved now pays its 
dividend. If the training was pursued with severity and punish- 
ment, the incorporated prohibitions appear to have such a strictly 
punitive quality that the child rebels against them and tries to turn 
the hostility back onto the mother. Defiance and hostile self-asser- 
tion during toilet training represent an attempt to externalize the 
conflict which has just been introduced within the self. The am- 
bivalence—love and hate—thus expressed toward the mother cre- 
ates a vicious circle: it increases not only the child’s conflict with 
his environment but also the conflict within himself. It is more 
favorable for the further development of the child if at this time 
he is permitted and able to express his hostility toward the parent 
directly. If not, the defiance may be expressed by a failure in the 
rhythm of the sphincter functions: the child may eliminate when 
he should retain (lack of control: enuresis, diarrhea), or he may 
retain when he should eliminate (constipation). Under the con- 
fusing methods of toilet training, the excretory functions and their 
products become a highly appreciated value of exchange—an emo- 
tionally charged organ anguage—between the child and the en- 
vironment. 

Freud (27) described passive and active tendencies within the 
“anal-sadistic” libido organization. Abraham (r) attributed the 
passive anal-erotic tendencies to the first phase of that libido or- 
ganization; he assumed that the first, the “passive-anal,” phase co- 
incides with the incorporation of and identification with the 
mother and with the development of ambivalence toward her. 
The second, the “active-anal phase,” coincides, according to this 
theory, with the establishment of sphincter control and with the 
erotization of aggressive and self-assertive impulses. The child 
soon learns to transfer the active muscular impulses from his own 
body to others. The erotization of the aggressive impulses makes 
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the term “anal-sadistic phase” appropriate for the second stage of 
pregenital development. 

The psychic economy of the anal-sadistic phase is complex and 
precarious. The previously dominant passive-receptive tenden- 
cies, when the infant was always given to, changes to the aware- 
ness that he is also zaken from. Retaining, of course, plays an im- 
portant role not only in the physiological, but also in the emotion- 
al, metabolism. Receiving, retaining, eliminating—taking and giv- 
ing—regulate the physiologic and psychic economy all through 
life. Actually, both physiologic and psychic economy have to 
remain in a positive balance in order to permit the active strivings 
of the organism to dominate over the passive receptive needs. If 
the balance of the economy is negative—this may be brought 
about by any serious deprivation or illness—a “regression” takes 
place; the active tendencies diminish or disappear, and the passive- 
receptive tendencies will dominate the behavior. 

In the anal phase of development, when a “giving” attitude to- 
ward the environment is just at its beginning, the co-operation 
with the demands of the training may keep the child in a fearful 
tension, which repeats itself several times daily. Thus regression 
may occur repeatedly. This is the reason that infants, formerly 
happy and secure, sometimes become tense and negativistic and 
suffer from crying fits during a long-extended training period. 
After sphincter control is safely established, the conflict tension 
diminishes, and the child becomes free for the next step in his 
development. The greatest part of the infant’s experiences, even 
those of the toilet-training period, occur mainly on the level of 
physiology and thus remain unconscious. But the experiences are 
not “organically” forgotten. The conditionings, during the oral as 
"well as during the anal phase of development, and their psychic 
derivatives form a complex reaction pattern of somatic It psy- 
chic functioning. 

It is in another area of maturation that the child learns to speak. 
This occurs usually during the second and third years of life. This 
complex process is considered to be the result of the progressing 
maturation of the speech apparatus and of intellectual accomplish- 
ments and is, therefore, not usually discussed in connection with 
the psychodynamic aspects of personality development. While 
the psychology of speech is beyond the scope of this presentation, 
we include some of its aspects which indicate the role of speech 
development in the structuralization of the mental apparatus. 


| 
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When the infant coos and babbles in his crib, he uses his lips 
and tongue, also his vocal cords, not for communication, but for 
autoerotic pleasure. If his mother (or someone else whom he 
knows) enters his visual field and interest, the baby turns to his 
“dependable” means of communication: he smiles, he stretches 
his arms, grasps with his hands; he certainly makes his wishes un- 
derstandable. When he is older and has already learned that move- 
ments of the lips and the tone accompanying them have impor- 
tance for the mother, he babbles and coos back to her, trying to 
imitate her, though he is unable to co-ordinate the movements 
necessary for articulation. It has often been pointed out that the 
prevalence of oral gratification and the surplus excitation of the 
lips can be held responsible for the fact that, in every language, 
the word which means mother and the nursing person (and nurs- 
ing implements) are formed by lip sounds: ma—mom—mama; pa— 
ta—fa; ba—baba; etc. These are the sounds which are first formed 
and are usually first noticed by the environment. But infants often 
repeat “unknowingly” some other sounds even earlier, sounds 
which accompany affects. Some infants inhale jase when they 
are surprised or pleasantly amazed, and one can hear a definite 
syllable, like hee, he, hei; or they utter guttural tones, forming syl- 
lables when they are angry, like ghroo, ghra, or a combination 
of lip and hissing tones, such as huppe, hppe. Whether the infant 


“gets the idea” of speech by the experience that certain tones and | 


sounds are forming the same way in his own mouth when he has 
certain feelings, one does not know. These affective utterances 
usually disappear after the child has learned to articulate in speech. 

Each child learns to speak in his own way and at greatly varied 
times, Some children can speak one- to two-syllable words at nine 
months. Generally, children at first acquire a vocabulary which 
they use in single one- or two-syllable words, accom anied by 
gesturing. Some children, earlier than others but usually before 
the end of the second year, learn to speak a sequence of two to 
three words and then rudimentary sentences. In the third year 
they usually speak short sentences correctly and begin to speak 
of themselves in the first person. 

Speech, ples aoe the most recent acquirement, is aban- 
doned quickly if the child is under the influence of affects. Not 
only in distress does the child cry rather than tell about his situa- 
tion, but other emotions are also expressed by gesture rather than 
by word. The child jumps around with joy but does not say “I am 
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glad,” or he hides his face or himself altogether if embarrassed. 
Children in early years actually communicate by speech only 
when they are calm and their attention is directed. Under emo- 
tional influence, they revert to mimical expression. To this, we 
may add the body language of the urethral and anal functions to 
conclude that the language of emotions is primarily a body lan- 
guage; the verbal language, on the contrary, brings to the ego 
a means of communication beyond the purely physiological and 
emotional patterns of reaction. 

The child learns to know many objects of his surroundings and 
to isolate them as functional units before he learns the word which 
designates the object itself. Since he hears the words, the names of 
things, he accumulates in his mind many word symbols before he 
can articulate enough to speak the words; and even more highly 

- integrated must be the speech and the mental apparatus in order to 
express not only concrete things and needs but perceptions and 
feelings which are not directly connected with needs. Thus, when 
the child is able to speak the word “mama,” he not only knows the 
mother as a person, different from others, but he has accumulated 
psychic experiences of identification with her, love, anger, and 
fear, and he also has stored in his mind symbols related to those 
experiences. These experiences, however, and the related symbols 
donot ever need to reach the level of verbalization. They form the 

_ content of the unconscious as the mental representation of physio- 

logical processes and/or as word and symbol representation of 
memory traces. The communication between these occurs 
through primary processes. In infancy and early childhood be- 
fore the ego defenses interfere with the free flow of psychophys- 
iologic energy, the demarcation between psychic and somatic 
processes is not so well defined as it is later in life. Therefore, only 
careful analysis of individual cases may reveal how much of the 
preverbal emotional processes occur purely on the level of physi- - 
ology and how much reaches psychic elaboration which can be 
called “preverbal fantasy,” how often and under what conditions 
they combine or change from one to another. All this needs to be 
investigated. Since the ego’s control is not yet well developed, the 
child easily reverts to preverbal expressions. It is not words, there- 
fore; but the child’s activities, movements, and games, as well as his 
physiological regressions, which reveal the emotional processes 
which form his personality. 

To take inventory of the psychosexual personality of the child 
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as he is about to outgrow the age of toilet training, we shall review 
the various new differentiations within the psychic apparatus. 

Since the prohibitions are introjected, the child has to protect 
himself not only against the fear of the parent but against the 
anxiety produced by the structural conflict. The primary super- 
ego manifests itself in the defense measures of the ego. The child 
at this age level is capable of loathing and shame. Loathing and 
shame are highly charged affects which used to be considered as 
reaction formation of the ego against the instinctual impulse; but 
they can also be defined as ego defenses, since they protect the ego 
by making the id impulse undesirable. While shame and loathing 
appear to be the manifestations of a strict superego, there are also 
simpler defense reactions. Small children expose naively their im- 
pulse to undo the harm which is already done (soiling) or to deny 
the blame. Undoing and denial are two typical ego defenses (19). 
If the child’s fear of the parent is too great and the ambivalence 
conflict too intense, the developing ego defenses have a more seri- 
ous character. Expression of the hostility against the parents or 
against a sibling and/or discharge of hostility against animals or 
turning the hostility toward the self are outcomes of the anal- 
sadistic tendencies. Both the aggression directed toward objects 
and the aggression turned toward the self play a significant role in 
the fixation of the conflict constellation of the anal phase. The ~ 
sadistic, as well as the masochistic, tendencies and the structural 
conflicts which they imply create the disposition for compulsion 
neurosis as well as for paranoid reaction formations. 

Normally, the simple ego defenses, together with the positive. 
identification with the mother-teacher, enable the child to with- 
stand the pressure for immediate gratification of his instinctual 
needs. While he postpones the gratification, the suspense presents 
anew stimulation. Now the child is ready for substitute gratifica- 
tion of the diminished instinctual tensions. Masturbation may. 
begin through the suspense stimulation of the urethral and anal ` 
zone; the stimulation may extend to the genitals, and thus genital + 
masturbation may channelize the urethral and anal excitation. The 
child at this age, however, is able also to divert his attention from 
direct, masturbatory gratification and can enjoy substitute grati- 
fications in play with toys, with children and adults. The fantasy 
gratifications of this age level are complex and serve not only the 
gratification of the instinctual need but also the need of the ego for 
mastery. Hand in hand with the expansion of the ego, the inter- 
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personal relationships of the child become manifold. He becomes 
aware of other people in his orbit besides the mother in the second 
half of his first year. In the second year these individuals begin to 
play distinct sales in his life. Innumerable identifications with the 
father bring him closer to the center of the child’s psychosexual 
development. At the same time, the child explores the significance 
of siblings and responds to them day by day, to each one in a 
specific way. He may envy and hate one and admire another; he 
may feel that one is a source of security and reassurance or that he 
is a cause for competition, hostility, and ensuing guilt. ‘The inter- 
personal relationships of the two-to-three-year-old are not based 
on the need for security alone; they are motivated by many other 
needs of the growing personality. 

During the oral phase of development, there is hardly any dif- 
ference in the emotional dynamics of the children of the two 
sexes. In the second year, during the anal phase, when self-asser- 
tion begins to play a role, marked differences are observed be- 
tween boys and girls. The emotional security which results from 
the undisturbed relationship with the mother affects boys and 
girls differently. It gives the boy permission for self-assertion and 
courage that he may free himself from dependence on his mother 
and may start a development in which identification with his 
father becomes the leading motive. The girl’s development takes 
a different course: the sense of security with her mother supplies 
her with the most effective impulses for identification with her 

‚ mother. As long as the girl’s identification with the mother is 
undisturbed, she learns from her easily. For example, it is well 
“known to mothers that the toilet training of girls is usually 
achieved more easily than that of boys. Girls probably learn from 
the mother willingly and by identification, while boys learn from 
her only if and after their need for self-assertion has been satisfied. 

Several behavior manifestations appear decidedly “masculine” 
or “feminine” even in two-year-old children. For the psycho- 
sexual integration, especially significant are the expressions of the 
child’s interest in hisbady: During the anal phase the child learns 
a great deal about his body; he experiences some of its capacities 
and limitations. The ego gratification gained from good perform- 
ance is abundantly enjoyed, but this pleasure is checked by dis- 
appointment and anger when the child fails to satisfy his ambi- 
tions. These reactions to failure are stronger in boys than in girls 
in general, and they become more obvious if the child compares 
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himself with others. The roots of competitive behavior originate 
in the struggles for achievement of sphincter control. Jones (37) 
assumed that the competition in urinary behavior—the control 
and the power of the urine stream—is the model for all competi- 
tive behavior among men. Actually, it demonstrates the psycho- 
dynamics of competition in general: (1) the admiration for the 
successful competitor and the desire to be like him (identifica- 
tion); (2) anger toward the self because one is not like him and 
because the sense of frustration is not relieved; and (3) the pro- 
jection of anger on the competitor who thus becomes responsible 
for one’s failure.* During the anal and oedipal period the boy 
usually compares himself with his father; the effects of the com- 
parison may contribute to ‘si reactions toward the father and 
to inferiority feelings. If the reactions of the child are too hostile 
to the father, the resulting fear may add to the le cas- 
tration complex. (Urinary competition with individuals of the 
same age is characteristic of the latency period.) The significance 
of urinary competition implies that the anus as an erotogenic 
zone is receding and that the penis is becoming the leading eroto- 
genic zone: the boy enters the phallic phase of ee 
(The girl’s responses to the experiences of her body at this age 
will be discussed later.) 

The “phallic phase” is the third pregenital phase of develop- 
ment. In recent psychoanalytic literature it is more often referred 
to as the “oedipal phase,” since the oedipus si dominates its 
psychodynamic constellation. The term “phallic phase” origi- * 
nates in the concept that children of both sexes, at a certain a 
level, assume the existence of the same male genital in all persons. * 
The term “oedipal phase” indicates that the child has arrived at 
that developmental level when his erotically colored demands 
are intensified and directed for gratification toward the parent of 
the opposite sex, i.e., the parent of the opposite sex becomes the 
object of the child’s libido. Oedipus Rex (Sophocles) suffered 
blindness and exile as punishment for his unknowingly com- 
mitted incest with his mother, Jocasta. The incestuous “crime” 
and the “punishment” for it represent the content of the oedipus 
complex. Several authors have attempted to be precise by intro- 


3. “Projection of anger” sounds too severe a reaction in regard to the failure 
of the child. Yet we know how easily a child accepts the idea that a chair, a 
table, etc., is responsible for his hurting himself; he is relieved when he can 
“punish” it for its “misbehavior.” 
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ducing the term “Electra complex” to define the conflict of the 
girl, caused by the heterosexual tendency directed toward her 
father. However, this seems to be cumbersome, and its use has 
not become general. 

Boys begin to concentrate upon the genitals for gratification— 
in general—earlier than girls do. Boys’ earlier awareness of the 
organ which produces pleasure is motivated by the anatomical 
differences in the sexual organs. The anatomy of the boy permits 
him to gratify his partial instincts freely. He can look at his penis 
and exhibit it; he can play with it while he urinates, and he may 
have sensations of fleeting erections. To this one may add the 
social evaluation of the male sex, the parents’ pride in having a 
boy, and the pleasure of many fathers in stimulating sexual com- 
parison in their sons and thus activating sexual preoccupation. 
The first manifestation of the awakening heterosexual interest is 
an intensified sexual curiosity which is normally directed toward 
the mother. She is the first object of her son’s dependent love, and 
when he reaches another phase in his sexual maturation he holds 
onto the original object eh his love. In this sense the male oedipus 
ee is simple. 

The girls’ development is more complex and somewhat slower. 
When the stimulation of the anal phase recedes, the sexual energy 
does not find an object for outlet through the body of the girl as 
easily as through the body of the boy. Thus, instead of concen- 
trating on the genitals, the little girl’s interest in and love for her 
body remains diffuse and is expressed mostly in pleasurable 
sensations of the skin and of motor co-ordination. The little girl’s 
preoccupation with the mirror is not imitative; she is curious 
about her body, and she can look at it and enjoy its reflection. 
The diffuse narcissistic libido much later becomes directed to- 
ward the genital region. 

There was, and still is, much discussion in sy choanalytic liter- 
ature concerning the primary sexual development in woman. 
Freud’s thesis (28) is that the genitals of the girl, except for the 
clitoris, remain undiscovered and without sensations until puber- 
ty; he assumed, therefore, that the first genital (i.e., phallic) re- 

sponse of the girl is curiosity regarding the genitals of the other 
‚sex, which she compares with her own. According to this con- 
cept, the first genital affect of the girl originates in the realization 
that she has no penis; the next may be the discovery of the 
clitoris as a substitute; the comparison results in a sense of infe- 
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riority which motivates the intense, biologically determined wish 
to have a penis. “Penis envy” is the center of the “female castra- 
tion complex.” Karen Horney (34) was the first in the ranks of 
the psychoanalysts who attacked this concept and pointed out 
that penis envy can be explained by the instinctually and socially 
preferred situation of the boy rather than by a biological inferi- 
ority of the girl. 

The girl’s oedipal development is not easy to explain. Her 
dependent needs satisfied by her mother, what motivates her in 
turning to her father for libidinal gratification? What mobilizes 
her heterosexual tendency? According to Freud’s hypothesis, the 
penis envy mobilizes the tendency to eee the penis, to 
hold onto it, to possess it. This concept attributes a primary am- 
bivalent motivation to the heterosexual tendency of the woman. 

It seems that in the normal course of the maturational process, 
the feminine sexual anlage directs the libido toward the male sex, 
This threatens the girl with an instinctual conflict; her desire for 
her father’s love represents a threat of losing the gratification of 
her dependent needs by the mother. This accounts for the pro- 
longation of the pre-oedipal phase in the girl. Since she feels 
guilty because of her oedipal desires, any emotional upheaval in 
the little girl may be decided in favor of her dependent needs. The 
trial-and-error sort of fluctuation between heterosexual impulse 
and dependent needs has a significant role in the further develop- 
ment of sexuality.t When a regression to raid dependence 
occurs, the concurrent, diffuse erotization of the body may sus- 
tain the pregenital autoerotic behavior, or the libido may be 
steered to the genitals, stimulating masturbation and probably 
new conflicts. Through such repetitive processes, the girl finally 
develops the oedipus complex. This represents two conflicting 
instinctual tendencies: (1) the wish to be in the mother’s place 
and to be loved by the father and (2) the wish to be the child 
and be loved by the mother. The first—the competition with the 
mother—carries with it the fear of punishment, the fear of losing 
the mother’s love. This may be accepted by the girl as a stop 
signal, and she may turn back in her development to remain in- 
fantile but safe in her dependence. The other outcome of the 
oedipus complex may be that the girl, to be safe with the mother, 
strives for identification with the father or with a brother. Such ` 
an identification would make her safe against her heterosexual 


4. This is usually repeated during adolescence, on another level of maturation. 
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wishes and would make her lovable to the mother as—she as- 
sumes—the father and/or brother are. Such a result of the oedipus 
complex intensifies the penis envy and, at the same time, fixates 
the development on an infantile level. The post-oedipal develop- 
ment of the girl continues in one of these two qualitatively differ- 
ent directions. The quantitative differences in the fixations ac- 
count for the individual differences, namely, that the same proc- 
ess may lead to pathology in character formation in some indi- 
viduals and to normal character development in others. Differ- 
entiation of these two main types is justified not only on the basis 
of the emotionally significant material but also on the basis of 
corresponding body-build and the evolving hormonal functions. 
Yet it would be a mistake to assume that these types are sharply 
delineated and definitely fixed. “Developmental processes” mean 
the struggle to overcome the factor which may interfere with an 
integration of the personality in which all factors are balanced. 

he boy’s oedipal development is more direct, less hesitating, 
than that of the girl. Yet the oedipus complex holds the crucial 
conflict of the male child also. The boy who was encouraged and 
stimulated to grow through identification with his father feels, 
at this isa in his development, the urge to compete with his father 
and to take his place with the mother. Although his phallic ten- 
dencies cannot be consummated, the boy’s sense of guilt for his 
sexual striving becomes concentrated upon the penis. He expects 
retaliation to be directed toward the organ from which he re- 
ceives pleasure. The fear of castration—mutilation—develops, in 
varying intensity, even if a threat of physical punishment was 
never uttered. The castration fear impels the repression of the 
sexual tendencies toward the mother and sets in motion the most 
significant structuralization of the personality. 

Castration fear changes the boy’s relationship to his father; it 
brings out the mutual ambivalence. Even if the father has not 
been punitive and his attitudes have not intensified the son’s hos- 
tility, the internal conflict alone is sufficient to bring out the 
guilty feelings of the boy. He hates and fears the rival father, 
whom he loves and appreciates as his protector outside the con- 
flict area. Under the pressure of guil feelings, the boy will tend 
to intensify his dependence on the father; he will try to please 
him, and, by identifying with him in other than sexual matters, he 
tends to idealize his ue As the child imagines that the parents 
do not exercise sexuality, which they forbid, he introjects an 
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asexual image of the parent, and thus the sexual prohibition be- 
comes internalized. By the strength of the internalized prohibi- 
tion, the boy attains the capacity to respond to the moral code of 
the environment, not out of fear of retaliation, but because the 
parents’ prohibition has become a part of his own personality: in 
this way, the superego is established. This is such an important 
structuralization within the ego that Freud (21) attributed to it 
the quality of an inner psychic institution which controls and 
regulates instinctual impulses. It would be a mistake, however, to 
assume that the superego is a topically defined entity, functioning 
from above, mastering the id impulses and policing the ego. The 
superego represents the sum of those differentiations within the 
ego which develop through internalization of prohibitive influ- 
ences. We have discussed one of its earlier manifestations in the 
adaptation to sphincter control. While the repression of the oedi- 
pus complex is a thrust for the stabilization of the superego, it 
does not represent its final organization. It takes many years 
through the process of mastery of castration fear and resolution 
of the oedipus complex before the mature superego becomes an 
integrated part of the personality. 

What are the sexual manifestations of the third pregenital or- 
ganization, the oedipal phase? Infantile sexuality is essentially 
autoerotic and is expressed in diffuse manifestations of partial 
instincts. The oedipal phase represents the first or primary con- 
centration of erotic strivings upon the genitals. Yet the manifes- 
tations of this infantile genital organization naturally remain au- 
toerotic, albeit the instinctual need has an A ’ outside the 
self, in the parent of the opposite sex. But the father and/or the 
mother have “normally” a nonaccepting attitude toward the 
erotic impulses of the child. The rejection (nonacceptance) of 
the heterosexual parent, on the one hand, and the fear of the 
parent of the same sex, on the other, keep the oedipal tendencies 
of the child in check; the genital tendencies may turn toward 
substitute objects and are often acted out with siblings and play- 
mates; they also supply the libidinal excitation for genital and 
substitute masturbation. 

Besides the direct manifestation of sexual impulses, there are 
psychosexual activities, characteristic of this period, which reveal 
not only the sexual tendencies but also the ego’s defenses against 
them. They indicate the psychodynamic processes by which the 
oedipus complex is finally repressed and resolved. 
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1. Sexual curiosity.°—The desire to gain knowledge about the 
sexual apparatus and its functioning is an attempt at mastery by 
intellectualization. In the guise of objective inquiry, the child is 


allowed partial gratification; in talking about it, the child ex- _ 


presses his sexual tension and conveys it in a limited measure to 
the parent toward whom it is directed. Since the answers, 
whether they are objectively informative or evasive, cannot lead 
to gratification, the child’s questioning may become a compul- 
sive preoccupation. Factual information may coexist in the child’s 
a with sexual theories of his own creation. 

2. Infantile sexual theories—Such theories are characteristic 
attempts at solving the riddle of one or the other aspects of the 
prbeseative functions. Usually a child has a “theory” for only 
one phase of sexual functioning. For example, one child is more 
preoccupied with the idea that impregnation occurs through the 
mouth; another with the theory that birth occurs through ‘the 
anus; etc. Although aware of the genitals and able to perceive 
sensations from them, the child cannot imagine their functions or 
accept them emotionally. In his own “sexual theory,” the child 
admits that the body of the adult actively participates in the act 
of procreation, but he attributes the process to organs the func- 
tions of which he has experienced and, in some sense, under- 
stands. In his sexual theories the child seems to charge the organs 
—gastrointestinal tract, mouth, anus—with new libidinal interest 
at a time when he is about to overcome the libidinal organiza- 
tion centering around them. This fluctuation between the libidi- 
nal charges actually helps to demy the significance of the genitals. 

3. Denial.—Denial is an ego defense which represents a step 
toward the repression of an ego-alien impulse. The child, con- 
vinced that “that cannot be which should not be” in his effort to 
desexualize the parents, tries to believe: “My parents would not 
do that,” And even later, when the child knows about the “facts 
of life,” he may still cling to the idea with a slight modification 
and often believes that the parents have had intercourse only as 
many times as they have conceived children. Such denial of the 
parents’ sexuality is the result of the incorporated taboo of sexu- 
ality. Measured by such an idealized image of the parent, his own 

5. Freud (25, 29) considered sexual curiosity to be the root of all intellectual 
ares Since its instinctual energy can be transferred to other areas of knowly 


edge: if sexual curiosity is inhibited by fear and its energy repressed, intellectual 
curiosity may also become inhibited, 
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sexual impulses appear unacceptable to the child; thus they cause 
guilty feelings and fear of punishment. 

The repression of the knowledge about the parents’ sexuality 
is caused not only by the anxiety implicit in the oedipal conflict 
but even more, or probably primarily, by the discom: orting ten- 
sion which the unintelligible sexual excitation activates in the 
child. The auditory and visual perception of the parents’ sexual 
intercourse represents the “primal scene.”® The concomitant sex- 
ual excitement of the child and the anxiety aroused by it may rep- 
resent a trauma of pathological intensity. Its affective charge may 
be reactivated again and again until it has been slowly mastered 
through fantasies, through symptom formations, and, finally, 
through the developmental processes which were set in motion 
by the oedipal conflict. While it is easy to understand the signif- 
icance of the primal scene for those who have witnessed it, it is 
interesting that the psychic elaboration of the parents’ sexuality 
also plays a role in the fantasy life of those children who have 
never been exposed to this experience. This indicates that, if sex- 
ual impulses mobilize the ego’s struggle against them, the child 
draws into the area of sexuality previous experiences of non- 
genital nature. He may elaborate all sorts of prohibitions as sexual 
prohibitions, all kinds of tenderness as sexual seductiveness, and 
all gentleness between the parents as “primal scene.” Thus he 
may sustain fantasies which are necessary for the intra-psychic 
“working-through” of the oedipal conflict. We may assume, 
however, that the repression of the sexual impulses and with it the 
desexualization and idealization of the parents evolve more 
smoothly if the child is not exposed to overwhelming sexual 
stimuli, If the child is unable to repress the affects caused by wit- 
nessing the primal scene, he is im elled to rationalize his anxiety 
caused by sexual tension. This leads usually to.the following 
process. 

4. A sadistic concept of sexuality—The anxiety-producin; 
idea that sexual intercourse is an extremely brutal activity whieh 
endangers the life of a parent (usually the mother) changes the 
meaning of sexuality. Instead of love, the child attributes to it 
aggressive tendencies of threatening intensity. This necessarily 
intensifies the fear of his own sexual impulses. The increased 

_ conflict tension often leads to massive inhibition of the sexual 


6. Freud referred to this also as “primal fantasy” (24). 
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impulses, or it may seek solution in identification with the oppo- 
site sex. 

5. The identification with the opposite sex.—Such identification 
is a defense against intense castration fear and/or wish. The loss 
of the penis is not inconceivable to the little boy. He is “pre- 
pared” for it by previous experiences which he might have inter- 

reted as a loss of a part of his body. Thus impressions, like the 
pe of the nipple from the mouth, the loss of the feces from the 
anus, might reinforce the fear of losing the penis (2). The fleet- 
ing tumescence of his penis, which comes and goes beyond his 
control, may be frightening. When the boy discovers the female 

enital region (his mother’s or some little girl’s), the danger of 
eee his penis may be corroborated; he realizes that there are 
human beings not so endowed. To the boy who, by anlage or by 
experience (or both), has developed intense castration fear, this 
discovery may be a traumatic experience. To him the female 
genitals mee as a devouring organ, which may incorporate his 
penis and keep it. To avoid this catastrophe, the identification 
with the dangerous individual appears to be the efficient defense. 
Through the identification with the mother, the boy develops a 
“negative oedipus complex”: instead of identifying himself with 
the father in order to have heterosexual feelings toward the 
mother, he offers himself, so to speak, as a passive love object to 
the father and wants to replace the mother. Thus the negative 
oedipus complex diminishes not only the fear of the vagina but 
the boy’s fear of the strong father (who would punish him for 
his sexual feelings toward the mother). During such a negative 
oedipal phase, the boy may hate the mother, whom he considers 
an intruder between him and the father, but he may also regress 
and intensify his passive dependent attachment to the mother, or 
he may try to avoid the father, especially if the father is not sym- 

athetic toward the son’s passive tendencies. Escape into feminin- 
ity is not a socially acceptable solution. Soon the passive tenden- 
cies are in conflict with the need for self-assertion and masculin- 
ity. After new attempts at identification with the father, the 
normal positive oedipus complex may finally be achieved. 

The retarding effect of the identification ‘with the male sex on 
the girl’s oedipal development has been pointed out before (see 
p- 81). Referring to this, however, we usually do not speak of a 
negative oedipus complex. When the girl recoils from her hetero- 


sexual tendencies and turns to the mother for love, she repeats 


Personality Development 87 


the pattern of her dependence on the mother. Yet, if the girl’s 
fear of the feminine sexual function becomes intensified by the 
sadistic concept of sexuality, the resulting “female castration 
complex” may interfere with the further oedipal and sexual de- 
velopment: the fear of the male (father’s penis) impels the inten- 
sification of the girl’s incorporative tendencies, the goal of which 
is, in this instance, the identification with the aggressor. The little 
girl’s fascination with the penis and the ensuing active curiosity 
are manifestations of her heterosexual tendency, but its goal 1s 
the possession of the penis. Some girls, obsessed by this need, be- 
come very aggressive toward little boys in the oedipal age; other 
girls, more passively, try to imitate the boy’s behavior. In all these 
instances, penis envy, as a defense against the female sexual 
tendencies, dominates the outcome of the oedipal conflict. 
. The various phases of the oedipus complex may occur not only 
in time sequence but also side by side in the same individual. The 
active heterosexual tendency and the fear of its punishment, as 
well as traces of identification with the opposite sex, are present 
in every individual. The psychodynamic a aaa of these 
factors and their interaction depend upon the tendency to bi- 
sexuality. 

Bisexuality is a primary quality of the biological anlage. Its 
manifestations may be discerned in the variations of the child’s 
tendencies for identification. But it takes the struggle of the oedi- 
pal phase to reveal the quantitative differences between mascu- 
line and feminine tendencies; between readiness to take the risks 
of heterosexual development or recoil from it because of the 
strength of the opposing tendencies. In the Studies on Hysteria 
Freud (15) EA the concept that the unresolved bisexual 
component of the oedipus complex is responsible for the fixation 
of libido which tends toward discharge in conversion hysteria. 
Hysteria is generally considered as a neurosis referable to the 
oedipal conflict, since the psychic energy maintaining its symp- 
tom originates in the unresolved conflicts of that developmental 
phase. 

Since the structuralization of the personality progresses, the 
conflicts of the oedipal period can be more clearly differentiated 
than those of the anal period as: (1) instinctual conflicts, arising 
between the various instinctual tendencies; (2) structural con- 
flicts, arising between the instinctual tendencies and the already 
introjected prohibitions: superego. The ego—as an organ of 
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adaptation—seems now to have developed far enough to under- 
take the function of mediation between (1) instinctual needs 
and their prohibitions (superego), (2) instinctual needs and ex- 
ternal reality, and (3) internal (structural) conflict and reality. 
At this stage of development, the ego can best safeguard its func- 
tioning by repressing the sexual tendencies. Freed from the ten- 
sions and disturbances caused by immature sexual impulses, the 
personality is prepared for the next developmental phase: the 
latency period. 

In our culture the beginning of the school age (six years) 
usually, or ideally, coincides with the emerging latency period. 
The desexualization of the child’s interest enables him to comply 
with environmental requirements and thus to expand in mental 
and social growth. The latency period is considered, generally, 
as the age of character formation. 

The early psychoanalytic concepts considered character traits 
as transformations of and reaction formations to the originall 
libido-charged, instinctual tendencies. Abraham (1), with a bril- 
liant comprehension of psychic connections, ascribed specific 
character traits to the transformation of specific libido organiza- 
tions. Thus he described oral, anal, and genital sources of charac- 
ter trends, According to our present concepts, character trends 
represent well-defined structuralizations within the ego. The pre- 
vious discussion of developmental processes, such as learning of 
sphincter control, desexualization and idealization of the parents 
in establishing the superego, may serve as examples of the differ- 
entiation of psychic energies through which the integration of 
character trends within the personality may take place. 

The primary biological tendencies of giving and taking, of re- 
taining and eliminating, appear as habits of the ego function dur- 
ing the latency period. The continuation of the oral receptive 
pleasure is manifest in the desire to receive material as well as 
spiritual gifts. The need to receive may express the normal degree 
of dependence, or it may increase to insatiable demandingness. 
Some children at this age show a willingness to give and to share, 
while others are unable to separate themselves from possessions; 
others again seem always to be afraid of losing something. The 
tendencies for aggressive incorporation appear in manifestations 
of envy, jealousy, and maliciousness. The intensity, of these emo- 
tions may lead to stealing. Stealing at this age does not necessarily 
indicate a lasting trend toward delinquency. It is considered 
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rather the “acting-out” of an emotional tension resulting from 
the child’s struggle with several concomitant frustrations. After 
the child has renounced gratification of sexual impulses, he may 
experience intensification of the receptive-incorporative tenden- 
cies. This may cause, for example, an irresistible desire for sweets 
or to own things which do not belong to him; it may also increase 
the child’s desire to resist the authority of prohibitions set up by 
adults. Thus stealing, while it satisfies the child’s incorporative 
urge, also expresses his need for self-assertion. Children resort to 
stealing usually when they feel helplessly abandoned to several 
inconsistent prohibitions. Stealing is an emergency reaction of 
the ego; it indicates how narrow the margin is between what we 
expect as normal and what we call abnormal behavior at this age. 
The reason for this is in the “brittleness” of the newly formed 
superego reactions. At first, the internalized prohibition tends to 
be overrigid and strict. If the frustrations are not relieved or if 
they are too severe, inhibiting several areas of the personality, the 
superego may yield, and “acting-out” or other regressions occur. 

Even more complex are the character trends related to the 
anal retentive and eliminative tendencies.’ The latency period is 
the age in which the child’s attitude toward orderliness appears 
“characteristic.” Some children cannot be taught orderliness; 
they lose their possessions, scatter them, forget about them, 
Other children are meticulous. Some children who were orderly 
before become rebelliously disorderly and unclean during “laten- 
cy.” The dynamics of this reaction is similar to stealing. Restric- 
tion in one or many areas of the personality may demand regres- 
sive behavior in another area, especially if this area was highly 
charged in the previous developmental phase. For example, chil- 
dren who were toilet trained early may become quite unclean as 
far as their general habits are concerned. 

The retentive tendency may become manifest in the passion 
for collecting and in the desire to systematize the collection. The 
cherished objects may change often, since renouncing interest 
in previously valued objects, discarding them, or forgetting about 
them have their developmental er ee too. Since the ob- 
jects have symbolic value, toying with them represents substitu- 
tion for and/or stimulation of sexual fantasies. It is well known 
that the difference in the emotional makeup of boys and girls is 


7. This enumeration of “character trends” is incomplete and serves only as 
examples of the organizational processes within the ego. 
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revealed in the objects they collect. Every age has its characteris- 
tic fad. Young boys usually collect stones, pieces of string, keys, 
mechanical tidbits—objects which represent masculine occupa- 
tion. Some years later they change to stamps, to work models, to 
bugs and butterflies, etc. Little girls usually collect boxes, rib- 
bons, and beads, all sorts of materials useful for dolls. When 
somewhat older, they collect pictures and picture cards, cut- 
outs, and things to “trade with.” If boys show interest in the ob- 
jects usually cherished by girls, or vice versa, this fact is con- 
sidered a sign of bisexuality. However, the interest may take defi- 
nite turns. The developmental changes in the psychodynamic 
tendencies are responsible for the lability of emotional value 
(object cathexis) represented by the collected material. For 
some children, possession in itself remains significant even after 
the collective urge has diminished; for others, the possessions be- 
come a means for developing interpersonal relationships. Some 
children feel the need to “overpay” for friendship; they give 
away what they value (whether it belongs to them or to some- 
one else) in order to gain prestige and love; others, again, de- 
velop skilful acquisitiveness by turning their interest from valued 
objects to objective values. None of these characteristic attitudes, 
‘although they are referable to the primary biological tendencies, 
can be considered simply as sublimation of, or reaction formation 
to, any one tendency alone. Any new attainment has to fit into 
the already established patterns of functioning, in order to safe- 
guard the positive balance within the systems of the personality 
necessary for undisturbed development. If this cannot be 
achieved, the arising conflict tension motivates new attempts for 
solution. 

Fantasy is an intra-psychic safety valve which yields relief 
from tension and at the same time provides intermediary steps in 
development. Fantasy is a form of primitive thinking which, in 
contradiction to logical and realistic thinking, permits the wishes 
and desires—the haem representations of the instinctual needs— 
to en attainable or even fulfilled. The fantasies most crucial 
for the personality development have been discussed in relation 
to the oedipus complex. The biological urge which motivates 
those fantasies is the impulse to grow and become like the parent. 
But the struggle for the repression of the oedipal fantasies and the 
“threat” which they aol indicate that identification with the 
parent in order to be safe must be achieved by small steps. Char- 
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acteristic of the latency period are fantasies which, either through 
imagination alone or through games, repeat and channelize the 
developmental conflicts, paving the way fh their resolution. The 
universal inclination of girls to play with dolls is an example. 
These games give the girl opportunity to express (1) dependence 
on the mother: “I love my doll as I want KA loved by Mother”; 
(2) hostile conflict with the mother: “I treat my doll badly, I 
hate her, as my mother hates me and treats me badly”; (3) con- 
flict within the self: “I hate my doll because she is like me, a girl,” 
or “I love my doll because she is like me, a girl,” or “I love m 
doll because she is what I can be”; etc. There are innumerable 
variations of fantasy games played by boys and girls which pre- 
pare them for mastering situations and for satisfying their ambi- 
tions, 

Since it affords autistic gratification, fantasy tends to make the 
child independent of the environment (in the area of the needs 
gratified by the imagination). Fantasy yields pleasure and brings 
consolation for pain. Since it reduces action to endopsychic func- 
tion, it diminishes the conflict with the environment and thus 
serves as protection against fear. If the child feels unable to cope 
with a situation, the protective use of the fantasy may grow out 
of hand; the rampant imagination may bind an unduly great part 
of the child’s psychic energies and thus interfere with his adjust- 
ment to reality. Not all fantasy yields protection. Some fantasies 
create conflicts with the superego and produce anxiety. One 
fantasy may even counteract the psychodynamic effect of an- 
other. Fantasies may absorb the psychic energy of conflicting 
tendencies and thus become the focus of developmental dis- 
turbance. 

The concept of “latency period” implies that, after the psy- 
chodynamic tendencies ms ar oedipus complex have been re- 
pressed, the child becomes free from sexual impulses and, pro- 
tected by his ego defenses, lives in a uasi-asexual environment. 
He has repressed his need to expose and express erotic tendencies 
and with it his wish to hear, to see, and to know about sexuality. 
altogether. Yet observations reveal that sexual impulses can easily 
be stimulated in the child by external as well as by internal expe- 
riences, even if an asexual period has been achieved. In a great 
percentage of children, a complete latency period does not de- 
velop at all. Even if the content of the oedipus complex is re- 
pressed, the pregenital sexual tendencies, fixated by infantile 
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eroticism, persist and stimulate sexual activities of various extent 
and significance. Whereas desexualized pregenital tendencies can 
be integrated in the ego as character trends and mitigated libidi- 
nous tendencies can be dealt with in ego-permissible fantasies, 
sexual impulses of greater intensity cannot be mastered in any 
way but ty discharging them in sexual sity ke Sexual behavior 
and its accompanying fantasies—disturbances of the latency period 
—often determine the ways and practices by which the individual 
will attain sexual gratification throughout his life. 

The concept of latency period as a biologically determined 
phase of human development has provoked criticism and has 
caused a great deal of controversy. Objections are based mainly 
on anthropological data. Children of many primitive societies do 
not develop a latency period because the moral code of their en- 
vironment does not imply sexual prohibitions like those of the 
Western cultures. Incest is taboo in primitive civilizations, as well 
as in ours, but the structure of the family organization in most 
primitive cultures permits a dispersion of the child’s psychosexual 
energies among many persons, without provoking such exclu- 
sively significant focus as the father and mother are in the patri- 
archal family of Western civilization (38). However, individuals 
of the primitive cultures described in this connection do not de- 
velop such differentiation of the psychic apparatus which our 
superego represents.® Superego is the “intra-psychic institution” 
by which, in our civilization, the family achieves its cultural 
function and “carries the cultural demands from generation to 
generation.” This educational process is the result of a continu- 
ous two-way communication between the child and his parents. 

In discussing the developmental processes from early infancy 
thus far, we have referred repeatedly to the processes of intro- 
jection and identification; they represent basic adaptive responses 
of the child to the parents. We have not mentioned, however, 
the parents as individuals, as persons with specific wishes and am- 
bitions, with problems of their own personality and experience. 
Yet the parents in their everyday living express in a way perceiv- 
able to the child their expectations and gratifications, the hopes, 
fears, and frustrations wld to their parenthood. Parental be- 
havior is rooted in the personality development of each of the 
parents; it is modified by the parents’ relationship to each other, 


8. In comparison with the individualistic superego in our culture, the super- 
ego in primitive societies is collective. 
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and it unfolds toward the child in innumerable manifestations of 
love, care, tenderness, as well as of impatience, anger, and puni- 
tiveness. Through countless processes of mutual identifications 
and projections, the relationship between the parents and the 
child forms an intrinsic psychodynamic unity—the family tri- 
angle: father-mother-child. The culmination of the complex in- 
teractions within the family triangle is reached in the superego. 

Freud arrived at his concept of the superego and its function 
for the individual as well as for society b studying individuals 
reared in patriarchal families. The psychodynamic processes 
within the family triangle appear to have been simple in the tradi- 
tional patriarchal family as compared with “individualistic” 
families. In the patriarchal family, the role of the parents was 
well defined: the father, strong, infallible, the threatening repre- 
sentative of the moral code; the mother, the main (or only) 
source of tenderness, herself abiding by the authority of the hus- 
band. The parents, supported in their function by religious and 
secular authority, pursuing their educational goal with unwaver- 
ing but simple principles, were well suited for idealization and 
for becoming the core of a strict and prohibitive superego. But 
even in the patriarchal family the child introjects not only the 
aims and wishes of his parents but also their inconsistencies and 
shortcomings. 

In our present individualistic civilization the dynamic forces 
of the family triangle tend to become more involved. The par- 
ents, eager to maintain and to emphasize their own individuality 
in relationship to each other, are inclined to minimize the differ- 
ences in the role of the father and that of the mother in regard to 
the child, In the attempt to convey to the child the meaning of 
his own individuality, they often diminish the distance between 
themselves and the child. Thus modern individualistic parents re- 
nounce, often too early and too much, their rights and responsi- 
bilities for guiding the child. By leaving him to his own “deci- 
sions,” they confuse the child about his poge and his limita- 
tions. The ambiguities of such parent-child relationship become 
even more apparent if the sexual education is too permissive or 
seductive. Thus, while the child is not compelled to repress his 
impulses, he is exposed to several internal conflicts without being 
able to resolve them after a pattern set by the parents. Such par- 
ents often interfere with the goal which they are anxious to 
achieve. Instead of furthering the individualization of the child, 
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they do not afford the conditions in which a stable superego can 
be established. Too many children incorporate the doubts and 
conflicts of their parents in such a way that in specific areas of 
their personalities they do not learn to distinguish right from 
wrong. Thus a deformed character develops.” 

Compulsion neurosis is a condition caused by the strictness of 
the superego. It develops when rebellion and hostility toward 
authority has to be repressed early and under the pressure of 
great fear. Indeed, the authoritarian regime of the traditional 
patriarchal family is conducive to the development of compulsion 
neurosis. It should not be overlooked, however, that personality 
development is motivated by too many factors to be pressed into 
relatively simple equations. It happens often that in families 
where the father is lenient and “understanding” the children may 
develop compulsion neurosis. Their superego responds to an un- 
conscious guilt in proportion to the lenience of the father and sets 
up a rigid internal regulation of behavior. 

Generally, the superego is strict and rigid during the latency 
period as a protection against ego-alien impulses which the father 
did not sufficiently control. Therefore, children in these years 
often suffer from compulsive neurotic symptoms. Many of the 
games are but compulsive activities or magic ceremonies that 
serve the purpose of overcoming superego demands. If the fam- 
ily triangle is responsible for the development of a superego 
which encompasses many conflicting tendencies, the intra-psy- 
chic supple may lead to depressive or to delinquent personal- 
ities. In the former “autoplastic solution,” the punishment is 
doled out to the self before it can become guilty in action; in the 
latter “alloplastic solution,” the ego—too weak to stand the in- 
ternal pressure of the conflicts—“acts them out” to invite the 
punishment of the environment. 

The next developmental phase is introduced by the physio- 
logical maturation of the sexual apparatus. From the first mani- 
festations of the secondary sex characteristics until the comple- 
tion of functional maturity, several years pass. The term “puber- 
ty” indicates the time of physiological maturation; the term “ado- 
lescence” refers to the complex interaction between the physio- 
logical and psychological processes involved in the developmen- 


9. Several studies of the development of delinquency demonstrate such dis- 
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tal task of this period. Adolescence can be considered as a new 
chance for the reorganization of the personality. The disquieting 
manifestations of adolescence cannot be attributed alone to the 
physiologic upheaval of puberty. Since no developmental phase 
is entirely overcome and since each new developmental achieve- 
ment, or its failure, possesses the characteristics derived from the 
earlier history of the personality, it is to be expected that puberty 
will bring to the fore the conflicts which were latent. Adoles- 
cence, indeed, puts the ego to a hard task; the ego, using the 
newly upsurging psychosexual energy (which is at the same time 
a source of uneasiness), must master the old conflicts and inte- 
grate them into the functions of the adult personality. It is no 
wonder that this process, strongly overdetermined by sociolog- 
ical and cultural factors, is circuitous and takes a longer time for 
reaching its goal than does the physiologic maturation itself. 

The early signs of physiologic maturation are noticeable in 

many instances—in boys and girls alike—as early as the age of 
nine, but, on the average, the hysiologic changes of puberty 
take place gradually between the ages of ten to fourteen. The 
psychology, of the prepubertal period is largely that of the 
atency period, which, once established, only slowly gives way 
under the influences of the physiologic growth. Helene Deutsch 
in her study, The Psychology of Women (16), discusses the 
manifestations of the girl’s “last defense” against the oncoming 
sexual maturation. Shyness and shame because of the growth of 
the breasts may trouble some girls; others may be concerned 
about expected menstruation. Normally, these emotions are re- 
actions to the libidinous feelings caused by the physiologic proc- 
esses and may soon give place to positive narcissism: a normal 
libidinal cathexis of the body. If, however, the bisexual tendency 
is dominant, the onset of feminization of the body may activate 
anger and hostility toward the self, which may be expressed in 
various indirect manifestations of self-destructive tendencies, for 
example, in overeating. In these instances, we may speak of 
“negative narcissism.” 

The boys’ reaction to physiologic changes of prepuberty are 
normally free from denial and shyness. Since the center of his 
body narcissism is the penis, the boy accepts the growth of his 
genitals and the other signs of the beginning sexual maturation 
with a sense of gratification and pride. Thus the male puberty is 
characterized by a more or less free expression of autoeroticism. 
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Yet (and this is the perplexing problem of male adolescence in 
our culture) boys go through a complex developmental process 
which leads from the early genital phase to the final genital phase. 
The latter implies, as Abraham (1) stated, that the boy has 
“attained a point in his object relation where he no longer has 
an ambivalent attitude toward the genital organ of his hetero- 
sexual object, but he recognizes it as a part of that object whom 
he loves as an entire person.” 

Not only the male but the female also has to overcome the 
remnants of the castration complex in order to become able to 
reconcile with love the existence and function of her own sexual 
organ and that of the heterosexual love object. In the case of 
male development, the oedipal phase ended with the desexualiza- 
tion of the mother and the depreciation of sexuality. The rejec- 
tion and loathing of the female sexual organ is an integrating part 
of sexual repression; the result of it is the fear of the “castrating” 
female sexual organ. At puberty, the arising sexual needs again 
mobilize the earlier castration fear with increased intensity. Psy- 
chodynamically similar are the effects of the female castration 
complex. At the time of puberty, the fear of the (envied) male 
organ is mobilized again. This recharges the defenses against the 
male and causes the flight from the feminine sexual role. As the 
sexual maturation proceeds, the libido tension finally succeeds in 
overcoming the fear of being hurt, and by this the sexual act 
becomes possible. 

The hormonal function of the maturing sexual apparatus to- 
gether with other processes of growth produces “surplus en- 
ergy” (3, 6), which charges the body with a sense of well-being. 
“Primary narcissism” is the libidinal energy which originates in 
the positive metabolic balance. The primary narcissistic libido is 
channelized in activities which satisfy the ego’s sexual needs as 
well as the needs for mastery in nonsexual areas. Through the 
accomplishments of ego-syntonic and ego-elating activities, the 
ego becomes charged with a sense of the value of its functioning. 
“Secondary narcissism” is the term for the libidinal charge of 
the ego which, originating in the satisfaction with one’s self, 
serves as a defense against disappointments in one’s self. The 
adolescent struggle for intra-psychie equilibrium may be de- 
scribed in terms of exchange between primary and secondary 
narcissism. 

Adolescents, boys and girls alike, when they perceive sexual 
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impulses after the latency period, attempt to master them by 
repeating the effort which was successful at the oedipal phase: 
namely, repression. As the struggle against sexuality proceeds, 
all the available resources of sublimation are mobilized, and ex- 
pansion of interests and achievements is generated. The fasci- 
nation for abstract problems, the tendency to project one’s sub- 
jective problems into the realm of the absolute or into the cul- 
turally significant, and other feats of creative imagination can be 
considered—from one point of view—as ego defenses of the 
adolescent. Since they afford ego gratification on a high level, 
they reassure the youth of his individual merit at a time when 
internal turmoil threatens his equilibrium. 

For the repression of the prim narcissism and its sexual 
manifestations, the youth is rewarded by the augmentation of his 
secondary narcissism. Yet the ego, even though its power is 
enhanced by secondary narcissism, cannot withstand for long 
the pressure of the instinctual impulses; the defenses yield and 
the instinctual tension is released. Since the span between the 
ego’s aspirations and the sexual impulses is great, however, the 
sexual gratification is soon followed by remorse. This again 
reactivates the ascetic attitude and its gratifications, but only to 
fail and to yield again to the instinctual demands. Thus develops 
the “polarization of affects” which Anna Freud (19) finds char- 
acteristic of adolescence. It is obvious that the effect of the 
vicious circle between asceticism and indulgence may drive the 
adolescent farther away from adjustment to reality. 

The normal adolescent, however, can hardly enjoy his isola- 
tion. His need to withdraw is disturbed by the internal stimu- 
lation of the sexual need, as well as by his need to conform with 
external reality. He is too aware that insecurity is the root of his 
need for isolation. Hence the shyness, awkwardness, and hyper- 
sensitivity lest others will notice what he wants to hide; hence 
the rebellious pride that he displays in defending his new values, 
which he has acquired to satisfy a new ego ideal and which he 
appraises as different from the old one, formed after the father 
and/or the mother. Thus old, hidden ambivalence conflicts be- 
come buoyant and are easily rovoked into some sort of dis- 
charge by incidents which would seem insignificant at any other 
time. The defiant, often exasperating, behavior of the adolescent 
may be considered as a symptom, and, in some instances, it may 
actually reach a pathological, asocial degree; yet generally it is a 
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manifestation of the resolutions of the original conflict with the 

arents. Through many repetitions of the rebellious, hostile 
KEN the adolescent “fights it out,” the boy more with the 
father, the girl with the mother. The emotional upheavals 
brought about by such hostile episodes reach deep into the un- 
conscious and lead finally to a shift in the structure of the super- 
ego. In “The Passing of the Oedipus Complex” (26) Freud 
formulated one of his fundamental concepts. There he points out 
the dynamics of the processes by which, through many repeti- 
tions, the ambivalence conflict embodied in the superego finally 
reaches its resolution. Its aggressive ie energy dis- 
charged, the superego loses its rigidity; it becomes more pliable 
than before, since it is independent of the past (parents). 

In interaction with such structural changes in the personali 
the sexual drive reaches its integration step by step. Usually this 
process involves the overcoming of the auto- and homoerotic 
tendencies. Conflicts between these and the heterosexual im- 
pulses and between them and the inhibiting factors of the per- 
sonality motivate the inferiority feelings and induce the moodi- 
ness which seems to justify the assumption that adolescents suffer 
from narcissistic neurosis. Through tribulations and depressions, 
the adolescent boy relives his early unconscious identification 
with his mother. The conscious manifestation of this is his 
conviction that he “understands” women—usually one woman 
whom he does not need to fear and may therefore begin to love. 
This phase of adolescence is governed by different dynamics in 
the girl’s development. The bisexuality of the girl is already 
intensified in prepuberty and may persist with various oscillations 
for a long time. As the sexual maturation proceeds, the emotional 
manifestations of the feminine, passive-receptive tendencies di- 
minish the effect of masculine identification and prepare the girl 
to find a heterosexual love object. 

The resolution of the adolescent conflict does not mean merel 
that the adolescent has achieved the capacity for genital ERNIE: 
cation—the male, sexual potency; the female, sexual receptive- 
ness. Heterosexual love is not a function of sexual physiology 
alone. It is an achievement of the total personality which, 
through the adolescent process, reaches a new level of inte- 
gration. 

No doubt there are many adolescents who do not achieve 
maturation through the sequence described here. There are many 
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who seem to reach the goal by passing through all phases in a 
relatively short time; some experience one or more phases only 
in dreams and fantasies; others may pass through one of the 
stages quickly and then may be caught in another for a long 
delay and struggle. In many instances the process seems to repeat 
itself, for regression may occur after disappointments of any 
kind. Therefore, many of the experts are inclined to speak of 
this torturous process as the “normal psychopathology” of 
adolescence. 

The most significant difference from the process described 
above is presented by those individuals who do not develop a 
latency period. In their adolescence they do not need to “dis- 
cover” a genitals of the other sex, since they “knew” of their 
existence all the time; they do not “learn” to accept the genitals 
as part of the beloved person because they reverse the process of 
“falling in love.” Instead of expanding the love to include the 
genitals of the beloved, they transfer their more or less persever- 
ing ambivalent interest in the genitals to include the person 
whom they “love.” The reason for this attitude lies in the denial 
of the castration fear which is a characteristic outcome of the 
oedipal conflict of these individuals. Since they have not suc- 
ceeded in repressing the fear of the castrating effect of the female 
genitals (respectively for girls, the fear of the damaging effect of 
the male organ), through the sexual practices of a latency period, 
they try to prove their lack of fear. The sexual curiosity and 
activity of the latency period is then more a demonstration of 
lack of fear than a manifestation of emotional need. The adoles- 
cent process can only rarely overcome such “habit-forming” fix- 
ations; thus sexuality usually remains in these cases, even after 
physiological maturation, an act of self-assertion and overcom- 
pensation. This explains the cynical attitude of such individuals 
toward the sexual object who is sought out in order to repeat 
compulsively a fixated sexual pattern. Such persons avoid the 
painful experiences of adolescent suspense and delay of gratifi- 
cation, but for this “convenience” they pay with a limitation of 
personality development. The heterosexual affect repressed, 
there is no drive to set in motion the process through which a 
new equilibrium of the personality can be achieved. This ac- 
counts for the puerile behavior which remains characteristic of 
such individuals for a lifetime. Measured by the requirement of 
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our culture, these individuals do not achieve the developmental 
goal. 

“Sexual maturity” means that the individual learns to find 
gratification for his instinctual needs in the framework of his 
conscience. This includes not only the organization of the ego 
for acceptance of the sexual drive but also the adjustment of 
sexual gratification to the requirements of external, sociological 
realities. This brings about the motivation for further develop- 
ment. As in the earlier phases of development, each new achieve- 
ment serves as an urge for the next one, so in adolescence the 
sexual maturation itself supplies the motivation for the next 
phase, which is achieved in marriage and through parenthood. 
In simpler societies this goal can be achieved with more safety 
and probably in shorter time than in ours. Here the individual 
himself is responsible for the choice of his love object, and sexual 
activities outside marriage are considered to be against society 
rather than a part of it; yet, since the economic basis of marriage 
is difficult to achieve, this often forces the man to postpone 
marriage. Thus the two aspects of development—sexual and 
social—often oppose each other and delay or even arrest matu- 
ration. In primitive societies and even in the majority of societies 
with strict patriarchal organization where the society takes care 
of and assumes the responsibility for the sexual activities of the 
adolescent, his place in the community is determined by the 
social order. Thus the co-ordination of the sexual and social as- 
pects of maturation evolves in sequence and reaches its goal— 
although without that degree of individuation required by our 
culture—with fewer remissions and with less delay. 

The maturation of the sexual function and the development of 
the personality are, indeed, intricately interwoven. The integra- 
tion of the sexual drive from its pregenital sources to the genital 
primacy and to functional maturity is the axis around which the 
organization of the personality takes place. From the point of 
view of personality development, the process of interaction is 
the same in both sexes. Men and women alike reach their psy- 
chosexual maturity through the reconciliation of the sexual drive 
with the superego and through the adjustment of sexuality to all 
other functions of the personality. Regarding the integration of 
the sexual drive from the point of view of its goal—procreation— 
the difference between the sexes is obvious. The sexual drive is 
organized differently in man and in woman, in order to serve 
specific functions in procreation. 
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The woman’s life, more markedly than the man’s, is divided 
into periods defined by her reproductive function. “Menarche,” 
the first menstruation, Akne indicates her puberty. Menstru- 
ation is frequently considered a traumatic event in the girl’s life, 
since it represents an offense against the integrity of the body. 
Yet the anticipation of menstruation, as well as the conscious 
response to it, are influenced by cultural factors. In our present 
civilization, education and hygiene prepare the girl for menstru- 
ation in a sympathetic way and diminish her manifest rebellion 
against it. But the bleeding and discomfort, which often may 
increase to the point of pain, may stir up her latent anxiety. 
These sensations impel her to realize that women have to adapt 
themselves to sexuality, not only to its pleasurable function, but 
also to its discomfort. 

The female sexual functions are under highly complicated - 
hormonal controls which result in the cyclic functioning of the 
ovaries. The ovary has the dual function of forming the female 
sex cells—the ova—and of producing two kinds of hormones: 
(1) the estrogen, produced by the ripening follicle, and (2) the 
progestin, which prepares the uterus for the nidation of the 
fertilized ovum. From menarche to menopause, in ee inter- 
vals, the woman prepares for conception which, i it fails to 
occur, is followed by menstruation, after which the new cycle 
promptly begins. 

The periodicity of the gonadal functions and their influence 
upon the behavior related to reproduction are well established in 
mammals. In the human the direct manifestations of the sexual 
drive are modified by the developmental processes which estab- 
lish patterns of sexual expression and conditions for its gratifica- 
tion. In spite of this—in a series of investigations in which the 
state of the ovarian function was determined by vaginal smears 
and the course of affect-manifestations was followed by psycho- 
analytic observations, it was found that the emotional manifesta- 
tions of the sexual drive, like the reproductive function itself, 
are under hormonal influence and, therefore, in correlation with 
the gonadal cycle—an emotional cycle evolves (13). The term 
“sexual cycle” includes both the hormonal and the emotional 
aspects of the process. g 

To summarize: the sexual cycle begins with the ripening of 
the follicle. The estrogen secreted by the follicle mobilizes the 
manifestations of active, heterosexual tendencies; these are ex- 
pressed by conscious or by disguised heterosexual desires and by 
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increased alertness in all kinds of extroverted activities. Parallel 
with the increasing estrogen production, the heterosexual need 
increases! and reaches its height at the time of ovulation. About 
the time of ovulation, the hormonal state is that of maximum 
estrogen and of incipient progestin hemes The emotional 
state of the woman accords with the biological readiness for 
conception; her body flooded with libidinous feelings, she is 
receptive to her sexual partner. After ovulation, the direction of 
the sexual drive 3 to change; the libido is turned toward 
her person, especially toward its gratifying, pecs care. In 
correlation with the increasing progestin production, the passive- 
receptive and retentive tendencies motivate the emotions which 
are expressed in wishes and desires concerning pregnancy and 
the love and care for a child—or in the defenses against preg- 
nancy and in conflicts about childbearing and child care. If 
conception does not occur, the hormone production declines, 
and the woman’s emotional reactions reveal her inner perception 
of the “moderate degree of ovarian deficiency” (35) which the 
premenstrual-menstrual > represents, Her behavior often 
changes; the woman feels and acts less composed; she is more 
irritable and aggressive, or more dependent and moody than she 
was at the height of the same cycle. Generally, the woman 
reaches the most complete psychosexual integration of which she 
is capable at the height of the hormonal cycle. In correlation 
with the decline of the hormone production, the psychosexual 
integration regresses from the genital level to the pregenital, 
anal-sadistic and/or the oral-dependent level. The analysis of the 
sexual cycle reveals that, corresponding to the gonadal cycle, 
the emotional cycle represents a condensed repetition of the 
processes of the psychosexual integration of the woman’s per- 
sonality development. 

The study of the sexual cycle permits significant conclusions 
in regard to the basic organization of the female sexual drive 
and its psychic representations. Helene Deutsch in her extensive 
study, Psychology of Women (16), on the basis of general psy- 
choanalytic observation, came to the conclusion that a deep 
passivity and a specific tendency toward introversion are char- 


r0. In evaluating the intensity of the heterosexual need, one has to consider 
the changes in affects occurring with gratification or from frustration; in the 
same way, one has to consider the variety and affect-content of the defenses in 
order to use them as indicators for the hormone production. 
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acteristic qai of the female psyche. The study of the sexual 
cycle confirms this assumption, since it demonstrates that these 
propensities of the female en are repeated in cylic intervals 
in correspondence with the dominance of the s ecifeally female 
gonadal hormone, progestin, the function of which is to prepare 
for and help maintain pregnancy. On this basis, we assume that 
the emotional manifestations of the specific passive-receptive and 
narcissistic retentive tendencies represent the psychodynamic 
correlates of the biological need fie motherhood, 

The psychology of pregnancy belongs to the scope of this 
presentation only as it indicates the role which childbearing plays 
in the evolution of the woman’s personality. The psychodynamic 
processes accompanying pregnancy can easily be understood in 
the light of the progestin phase of the sexual cycle. As the 
woman, through the monthly repetition of the physiologic proc- 
esses, prepares somatically for pregnancy, so does the corre- 
sponding emotional state prepare her for that introversion of 
psychic energies which motivates the emotional attitudes during 
pregnancy. The enhanced hormonal and general metabolic proc- 
esses necessary to maintain normal pregnancy intensify the re- 
ceptive tendencies of the woman. Whether they are expressed 
orally in overeating and/or in a arr increase of the receptive 
dependent needs, they are manifestations of the biological roc- 
ess of growth which they serve. The “surplus energy” pro uced 
by the active metabolic balance replenishes the reservoir of 
primary narcissistic libido which is concentrated on the self, on 
the pregnancy and its content, the child-to-be. Thus the psychic 
energy which supplies the placid, vegetative calmness and well- 
being of the pregnant woman becomes the source of her mother- 
liness. Her general behavior during pregnancy may Rap with- 
drawn and regressive in comparison with her usual level of ego 
integration; yet the condition which seems to indicate regression 
of the ego actually represents a growth of the integrative span of 
the personality on a biological level: motherhood encompasses 
the child in the psychodynamic processes of the woman. 

The trauma of birth interrupts the symbiosis of ee 
leaving the mother with a varying degree of Ta ogical and 
emotional readiness for the complex, emotionally charged func- 
tions of motherhood. After parturition, the organism of the 
mother is preparing for the next function of motherhood—lacta- 
tion. The koera control, related to the production of prolac- 
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tin, stimulates milk secretion and, with it, usually suppresses the 
gonadal production, Thus it induces an emotional attitude which 
is similar to the progestin phase of the sexual cycle. The trend 
toward motherliness in now, as then, expressed, actively or pas- 
sively, by receptive tendencies. During lactation, both the active 
(giving) and the passive receptive tendencies gain in intensity; 
they become the axis around which the activities of motherliness 
center. The mother’s desire to nurse the baby, to be in close 
bodily contact with it, represents the continuation of the sym- 
biosis, not only forthe infant, but for the mother as well (12). 
While the infant incorporates the breast, the mother feels united 
with her baby. The identification with the baby permits the 
mother to enjoy her “regression” and to repeat and satisfy her 
own receptive, dependent needs, The emotional experience of 
lactation and of the sundry activities of nursing care, through 
the processes of mutual identification, lead step by step to the 
integration of motherliness. 

Motherhood, through the libidinally charged processes of 
pregnancy and motherliness, sets in motion a reorganization in 
the mother’s personality. To be a good mother and love the child 
—to be able to respond to the child’s needs in the most construc- 
tive manner—is the ego ideal of every normal mother; if she fails, 
she feels punished by the child as much as, or even more than, 
she ever felt punished by her parents. Thus the child, through his 
unceasing needs, becomes a strict superego of the conscientious 
mother. As the child becomes older, the mother’s identification 
with him becomes more complex. While the mother consciously 
strives to make the child’s needs and goals a part of her own ego 
aspirations, unconsciously she may project onto him her own 
expectations, hopes, and frustrations. One mother may burden 
the child with the hope that he will satisfy her aspirations; an- 
other may reject the child because of her own frustrations, assum- 
ing that her child, being like herself, cannot or will not be able 
to undo her own failures. Thus the mother, reliving with her 
child, and with each child in an individually significant way, 
those emotional experiences which determined her own develop- 
ment, is a conveyor of the past and a participant in the future at 
the same time. 

Motherhood, indeed, plays a significant role in the woman’s 

ersonality. Physiologically, it completes maturation; psycho- 
Poi it channelizes motherliness. The specific qualities of 
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motherliness originate in the primarily introverted narcissistic 
tendencies; their sublimated expression becomes a part of the 
` woman’s personality even if physiological motherhood does not 
replenish its primary sources, Sympathy, responsiveness, the de- 
sire to care for others, and other sublimated manifestations of 
motherliness develop in every woman through similar, if not 
such intensive, processes of empathy and identification which 
govern the mother’s feeling toward her children. Thus motherli- 
ness, in its sublimated manifestations, widens the span of the 
personality. 

The organization of the sexual drive in the male is simpler 
than in the female. The propagative function of the male, under 
the control of one group of gonadal hormones—androgens—is 
discharged in a single act. There seems to be a coincidence be- 
tween gonadal hormone production and the urgency of the 
sexual impulses. However, there is no regularly returning cycle 
of recessions and reintegrations of the psychosexual pattern di- 
rectly comparable with the sexual cycle in women. Men are not 
prepared for parenthood by cyclical repetitions of emotional 
expressions originating in the reproductive need. Yet there are 
emotional, originally instinctual, trends which, together with 
cultural trends, complement those which find expression in 
motherhood. 

Under conditions which impede the reproductive function, 
such as sterility of either of the marital partners, or enforced 
separation, such as occurs during war, man’s instinct for survival 
in his offspring becomes accessible to study. If man’s survival is 
threatened—directly, as in war, or symbolically in the many 
ways which may destroy his self-esteem—his anxiety activates 
dependent needs, But, in the process of growing up, man’s de- 
pendent needs have fused with the aspirations of his virility. In 
gratifying his sexual need, man reassures himself of his virility, 
especially in the hope that he may create a representation of 
himself in his child. The analysis of such cases reveals that the 
instinct of propagation is but a special form of the instinct of 
self-preservation in adults. The psychology of fatherhood can 
best be understood as the manifestation of two tendencies of 
man’s biological urge for growth. One is the urge to conquer 
his own dependent needs through heterosexual love and the other 
is to fulfil his desire to become like his father or even to surpass 
him. These ambitions take many turns during his development, 
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until they triumph when he himself becomes a father: his self 
survives as once his father did, in his child. In man, as well as in 
woman, the instinctual need for parenthood originates in the ' 
narcissistic reservoir of “surplus energy.” When this is discharged 
in the germ cells, it surpasses the boundaries of the self and cre- 
ates a continuation of the self. 

Since the father’s biological function is completed in one act, 
the psychodynamic processes of fatherhood are strongly influ- 
enced by cultural requirements. In societies where the organiza- 
tion of the family ar the development of a family triangle, 
the adaptation to fatherhood is psychodynamically similar to 
that of motherhood. The father, like the mother, tends to 
identify himself with his child; he, too, repeats unconsciously 
through identifications and projections the steps of his own 
aspirations and hopes, in order to achieve completion through 
the child. While fatherhood channelizes man’s narcissism, it also 
puts harsh requirements upon him and acts as would a severe 
and relentless superego. The responsibilities to which the father 
is pledged by our society become the axis around which the 
organization of his further development takes place. 

The mother normally achieves identification with her infant 
through libidinally charged processes which permit her to be- 
come a child with her child again. This is not so for the father. He 
is impelled to renounce and repress his receptive dependent needs 
when they arise—as they may—in identification with his off- 
spring. He has to become the provider. Alexander (5) has dis- 
cussed the psychodynamics of this complex developmental task 
which requires that the man, who once needed a mother for the 
gratification of his dependent needs, should become the father- 
Sa for his wife and children. Although men are prepared 

y previous identifications with their own fathers for the task 
which is taken for granted in our culture, they may often fail, or 
they may pay for fulfilment with various types of mental or 
psychosomatic suffering. Overcompensation ob their dependent 
needs in demanding, domineering, or even despotic behavior is 
one, regression to direct gratification of oral needs in overeating 
and alcoholism is another, expression of the repressed passive- 
dependent needs. More complex and more disguised psychoso- 
matic symptoms may ensue if the father overdraws his libidinal 
resources in the effort of being a provider. 

Against the restrictions and renunciations of id gratifications 
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on the other side of the ledger, adult man has his gratifications in 
and through his work. From childhood, achievement, in what- 
ever form and level it occurs, is absorbed in the personality, en- 
larging its span. Mastery, through its affective gratifications of 
secondary narcissism, delineates the psychodynamic role 
which work plays in the emotional household of men in our 
civilization. In youth the instinctual needs are more compelling; 
in adulthood, especially after the father has incorporated the 
gratifications and restrictions which his family represents, work 
and its satisfactions gain emphasis in the psychodynamic proc- 
esses. Fortunate is the man whose primary emotional gratifi- 
cations keep balance with the spending of psychic and physical 
energies in work. Even the gratifications of secondary narcissism 
may become a steady drain upon the psychic resources, leaving 
but little libido for primary emotional gratification. Such a proc- 
ess may lead to rigidity of the ego and finally exhaust the adap- 
tive capacity of the individual. Since work, through sublimation 
as well as by its material gratification, plays an integrative part in 
the expansion of man’s personality, the renunciation of work 
often represents a trauma; it necessitates a readjustment of the 
total emotional economy. If the individual can look back upon a 
successful career and can give up work by his own decision, the 
adjustment may be smooth, although it is not always so. If, on 
account of social and economic circumstances or because of age 
and disability, the man is compelled to give up work, his ego 
may collapse. New attempts at success or his sense of guilt be- 
cause of his failure may exhaust his psychic resources. The men- 
tal health of the adult male is best guaranteed by a smoothly 
functioning interchange between primary libidinal gratifications 
(provided by his interpersonal ehdon hin within his family 
and community) and a satisfactions of his secondary narcis- 
sism, which he achieves by work. 

The decline of the reproductive period in man and woman 
approaches slowly. Normally, it evolves as a process of matu- 
ration through continuous adaptation to the internal and external 
requirements of living. The term “climacterium” is often applied 
to the period of abating reproductive function in both sexes. 
Climacterium, however, according to the different organization 
of the reproductive function, is a dynamically different process 
in man and woman. 

The woman experiences fluctuations in gonadal hormones 
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from puberty on; her organism adapts itself to the psychosomatic 
reactions which accompany the monthly hormonal decline. 
Thus, when the gonadal stimulation definitely subsides, the 
healthy woman’s emotional economy is not severely harmed by 
the loss of hormonal stimulation. The integration of the person- 
ality once established, the woman appears independent of gonad- 
al stimulation for maintaining the sublimations of the reproduc- 
tive period. 

Many women suffer from neurotic, psychotic, or psychoso- 
matic manifestations which, because they occur about or after 
the menopause, are usually attributed to the stresses of climac- 
terium. The psychoanalytic study of such cases reveals that the 
symptoms, which appear aggravated during this period, have 
already existed before. Even if they were not manifest, aid 

" have been pre-formed under the influence of the precarious bal- 
ance of the personality. Those women who were unable to adapt 
to the premenstrual hormone decline and suffered from pre- 
menstrual depressions and/or dysmenorrhea usually suffer again 
from the vegetative discomforts of the climacterium. The study 
of the personality structure and life-experience of women who 
manifest severe emotional disturbances at climacterium reveals 
that in these cases (1) the bisexual component played a dominant 
and obviously disturbing role; (2) the psychic economy was 
dominated by the strivings of secondary, narcissism rather than 
by primary emotional gratification of motherliness. 

Climacterium is different for those women whose psychic 
economy has not been exhausted by previous neurotic conflicts. 
When menopause indicates the cessation of the propagative func- 
tions, these women often respond to the desexualization of their 
emotional needs with an influx of extroverted energy; their still 
flexible personalities seek and find new aims for psychic energy. 
As in early childhood, when repression of the sexual impulses 
led to superego formation and socialization, so in climacterium 
the cessation of the reproductive function releases a new impetus 
for socialization and learning. The manifold interests and pro- 
ductivities of women after the climacterium, as well as their 
improvement in general physical and emotional health, serve as 
evidence that woman’s climacterium may be regarded in a 
psychological sense as a “developmental phase” (10). 

In man the reproductive period lasts longer than in woman; 
his procreative capacity is expected to last as long as orgastic 
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potency remains. Both the sexual urge and the reproductive 
capacity may be rekindled, even if they appear to be extin- 
guished. Thus man has no definitely marked cessation of his 
reproductive capacities, which would justify the concept of a 
“male climacterium” on the basis of hormonal physiology alone. 
Such a concept, however, has a broader biosociological impli- 
cation. 

Men in our society respond sensitively to the signs of aging, 
and they may relate any functional decline to it, for aging is 
considered a menace, which they watchfully expect and detect 
in the oscillations of sexual potency, in work or sport achieve- 
ments, in general health. Aging is a source of insecurity for the 
modern man. In patriarchal society the social significance of old 
age was different. Whatever the oscillations of his sexual potency | 
were, man did not need to feel threatened, since marriages were 
stable and, socially, the man’s prestige increased rather than 
decreased with age. In our culture, men are not protected by 
such tradition. They feel compelled to compensate for their 
lessening capacity by increasing competitive productivity. While 
this may enhance man’s self-reliance, it may increase his intra- 
psychic tension: success and mastery dominate his activity at the 
cost of primary emotional gratification. Slowly or suddenly, as, 
for example, in a traumatic failure in sexual porenej the aging 
man’s psychosexual economy becomes similar to that of the 
adolescent. Just as in adolescence, sexual potency and mastery in 
achievement have acted as opponents, now again the insecurity 
in regard to sexual potency enhances the narcissistic significance 
of each sexual act and every other activity as well. Thus the 
“polarization of affects” may be repeated. Any failure may 
appear as an irreparable damage to the personality and may acti- 
vate the ever latent castration fear; this mobilizes the specific 
conflicts of the individual, and these, in turn, may determine the 
specific symptoms which, occurring at this age, make the as- 
sumption of “male climacterium” justifiable. However, “male 
climacterium” is motivated mainly by the multiple psychoso- 
matic effects of man’s struggle in a competitive society. If the 
adaptive task which men have to meet is not motivated by factors 
other than that of the physiology of the declining sexual func- 
tion, “climacterium” does not develop, for man’s aging is a 
continuous, not a pathological, process. N 

Chronological age has a different significance for the indi- 
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vidual as well as for his community, depending upon many cul- 
tural factors. It is common knowledge that, in spite of its stresses 
and discomforts, civilization has extended man’s life-expectancy. 
Even more significant is it that modern man can look forward to 
a much longer period of productive enjoyment in life than the 
average man ever could before 

The psychodynamic process of growing old is characterized 
by a change in the vector of the psychic and somatic processes. 
The giving, expansive attitudes, needed for the functions of the 
reproductive period, slowly become outweighed by the reten- 
tive, self-centered tendencies characteristic of old age. Since the 
redistribution of the vital resources induces an introversion (re- 
tention) of psychic energy, both men and women obtain mani- 
fold gratifications of a narcissistic nature. Whether the aged 
individual applies what he has learned in a lifetime and surveys 
his world in broad philosophical concepts or just cares for the 
grandchildren, the pleasure which “warms fis heart” is the 
gratification of being able to think, to do, to feel, to be aware of 
the self in special activity and achievement. There is no doubt 
about the enhanced narcissism of the old, which, since it cannot 
draw on the resources of newly produced surplus energy, en- 
larges the gains of their available resources by en with 
the young and by rekindling the memories of past achievement 
and gratification. 

In the obviously self-centered phase of senescence, the recep- 
tive dependent needs dominate the aged individual’s relationship 
to his environment, often causing great irritation in the younger 
generation, who complain about the egotism of the old. The 
gratification of the dependent needs, however, serves more than 
the mere maintenance of life. In old people as in children, the 
gratifications of the dependent needs are taken for manifestations 
of love; being loved increases the sense of security and enhances 
the value of the personality. The senescent individual, aware of 
the failing of his own capacities, becomes hypersensitive in 
regard to the fulfilment of his dependent needs, which are often 
expressed as a need for prestige and recognition. While the old 
Be is dissatisfied with himself, he demands from those who 
love him the impossible, namely, that they shall make him un- 
aware of his weakness. Thus the regression within the personality 
structure of the senescent often manifests itself in a paranoid 
conflict with the environment. 
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As the exhaustion of the vital energies proceeds, the restriction 
of the emotional household becomes more and more manifest. 
Expenditure has been limited long before; at that late stage, also, 
the receptive needs diminish because abundance can no longer 
be enjoyed. When life has no more strength than to maintain 
itself at'a low metabolic rate, mental functioning is reduced to a 
minimum, and one can no longer speak of the structuralization 
of the personality, 


In this chapter, we have discussed the processes through which 
biological and cultural forces become organized and form the 
personality. “Personality” is the capacity of the total organism 
to function as a whole—a unique, discernible self, distinguished 
from other members of the species and from other members of 
the same social group. In the most general ps chodynamic terms, 
one may define personality as the product of the various ways of 
dealing with psychic tensions which, in turn, produce recogniz- 
able trends and predictable behavior. Personality is a continuous 
function, resulting from infinite interactions between the indi- 
vidual and his society. “Emotional maturity” is a term often used 
to describe a personality which has fay developed its potential- 
ity for reconciling internal, instinctual needs with the external 
requirements of society. “Emotional maturity” in this sense does 
not mean a consciously applied philosophy; it indicates rather an 
unconsciously functioning psychic economy which operates 
with a positive balance. This implies that the organization of the 
personality allows for an easy mobilization of psychic energies 
whenever a new adaptive task requires it. Thus emotional matu- 
rity is a relative concept. It can be evaluated only in reference to 
the question: “Mature—for what?” 

The key to the understanding of all pathological processes is 
the evaluation of the adaptive task in respect to the total psychic 
economy. Preventive psychiatry has as its purpose the diminution 
of the gap between the requirements of the adaptive task and 
the individual’s capacity to master it. This aim, however, is be- 
yond the scope of any single discipline. When all cultural and 
economic forces of a society bend their efforts together in behalf 
of the individual, then we may secure that stability and security 
which will reduce the risks involved in the complete individua- 
tion of the personality. 
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V 


NEUROSES, BEHAVIOR DISORDERS, 
AND PERVERSIONS 


Franz ALEXANDER, M.D., ann Louis B. Suarro, M.D. 


Neurosis DEFINED 


REUD defined neurotic symptoms as substitute gratifica- 
tions in fantasy for co-ordinated action, adequate to satisfy 
impelling subjective needs. Because fantasy gratification 

can never completely relieve the pressure of unsatisfied needs, 
neurosis is always connected with frustration. Neurosis is, then, 
an inadequate, unsuccessful attempt to restore the emotional 
equilibrium disturbed by the presence of unsatisfied or poorly 
satisfied subjective urges. 

The adequate satisfaction of subjective needs is the function of 
the ego. Every neurosis can be understood in final analysis as a 
disturbance of ego functions. In- this respect, neurosis can be 
compared with any other disease. Disease is a result of inadequate 
functioning of an organ system. In the case of neurosis, the fail- 
ing organ is the no center; it fails in its biological task 
of gratifying subjective needs in harmonious co-ordination with 
one another and in congruity with existing external conditions 
upon which the gratification of the subjective needs depends. 

Any or all of the four fundamental functions of the ego may 
be disturbed: (1) internal perception of subjective needs, (2) 
correct external appraisal of the environmental situation, (3) in- 
tegration of the data of internal and external perception with 
each other, and (4) the executive function based on the ego’s 
control over voluntary behavior (see chap. iii). In most neuro- 
ses all four functions are to some degree disturbed. For example, 
in hysteria, the internal pote is primarily disturbed by re- 
pression, whereas in behavior disorders chiefly the executive func- 
tion of the ego is impaired. 

As discussed before (chap. iv), the ego acquires its functional 
efficiency during postnatal development by a gradual learning 
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rocess. The first requirement for integrated and goal-directed 
aor is an adequate capacity for controlling one’s impulses, 
a capacity which is only gradually acquired. The child’s capacity 
for conscious control—renunciation or postponement of impulses 
—is weak; and, in order to maintain the integrity of the ego, he 
can only resort to the process of excluding from consciousness 
all impulses that the ego cannot control and harmonize, those im- 
pulses which would otherwise give rise to anxiety, guilt, and 
shame. This process is called “repression.” Repressed impulses 
represent quantities of energy which have either to be held con- 
stantly in check or to be drained off in some other manner not 
threatening to the ego. Many of the psychodynamic phenomena 
in the field of psychopathology (chap. i) are auxiliary methods 
which support repression or represent substitutive vents for re- 
pressed psychological forces. 

Repression is essentially denial. In a sense the ego denies the 
existence of an internal impulse or an external event that might 
lead to a painful consequence. Ideas—the carriers of instinctual 
strivings—must become conscious in order to gain motor expres- 
sion. In repression the ego excludes from consciousness any pain- 

roducing idea or impulse by refusing it entrance to its ein 

epressed impulses are therefore not permitted any modification 
through the learning process. The more the infantile ego has to 
make use of the drastic measure of repression, the less it can ful- 
fil its function of gratification of the subjective needs by modify- 
ing them and adapting them to one another and to external con- 
ditions. Excessive repression has a twofold result: (1) the ego’s 
supply of energy will be impoverished, since the dynamic forces 
over which the ego rules are excluded from its territory; (2) a 
great deal of the ego’s energy will have to be utilized for defense 
against the pressure of repressed tendencies. Having once re- 
ee an objectionable impulse, the ego’s task is not finished. 

nergy is constantly required to maintain the repression. This 
may be manifested clinically in the neurotic’s complaint of fa- 
tigue and lack of energy adequate to meet the daily problems of 
living. In many cases the ego’s task of dealing with a dangerous 
or unpleasant impulse by repression proves to be unsuccessful, 
and the ego is therefore forced to take recourse to auxiliary de- 
fenses. 

Although neurotic symptoms represent inadequate gratifica- 
tion, still they contain a component of gratification which they 


Neuroses, Behavior Disorders, and Perversions 119 


both seek and deny. This is the basis of the “neurotic conflict.” ° 
This conflict, which exists in the mind and yet is unknown to the 
person, is a struggle between two sides of the total personality. 
It can be demonstrated when one attempts to cure a patient of his 
symptoms. When the isk applies the analytic technique of 
unraveling the symptom, the patient unknowingly and unwit- 
tingly opposes this effort with strong resistance. This becomes 
apparent when the therapist is about to make conscious to the pa- 
tient some unconscious material related to the symptom and at 
the same time particularly painful to the patient. It Porn ob- 
vious that the patient prefers to retain his unwelcome symptom 
rather than to become conscious of the particularly painful asso- 
ciation. The symptom is a substitute for the latter, which remains 
in the unconscious. This struggle of the patient to obtain relief 
from his symptoms and yet to avoid making conscious the un- 
conscious processes underlying his symptoms is the core of every 
neurosis. All symptoms can be understood as results of the con- 
flict between repressed and repressing forces. 

Neurotic disturbances can be classified according to the type 
of defenses which the ego employs or according to the nature of 
the repressed impulses. In the actual clinical classification of neu- 
roses, as a rule, a combination of both criteria is utilized. Freud 
suggested that there may be an intimate connection between 
special forms of defense and a particular neurosis, as, for example, 
between repression and hysteria. He also called attention to the 
relation between aggressive and sadistic impulses and reaction 
formations in the ego, such as overcleanliness, exaggerated scru- 
pulousness, meticulousness, and defensive techniques employed in 
obsessional neurosis. Helene Deutsch (2) has noted that possibly 
each defense mechanism arises at first to master some special in- 
stinctual impulse during infantile development. Anna Freud (3) 
has suggested that repression is used against sexual impulses, while 
other mechanisms are employed against aggressive impulses. 

The fact that repression is generally the chief technique used 
by the ego in hysteria is probably due to the attitude in our cul- 
ture toward sexual impulses. Adults often behave as though sex 
were nonexistent. In hysteria we see the same attitude eration 
that is, the unacceptable impulse is viewed as if it simply did not 
exist. In other words, the cultural attitude toward the instinctual 
impulses supplies the tool that the ego uses in dealing with sexual 
impulses, Aggressive impulses, on the other hand, although ac- 


120 Dynamic Psychiatry 


~ knowledged as existing, are stamped by our culture as bad, and 
the ego is called upon to exercise various techniques, such as 
“overcompensation” or “undoing,” to counteract this force. This 
explains the presence of overcompensatory techniques in those 
neurotic pictures characterized by aggressive instinctual drives, 
as, for example, in obsessive-compulsive neurosis. 

Neurotic disturbances can be divided into two large categories 
—chronic and acute. Emotions of excessive intensity, such as : 
anxiety, rage, and frustration, may temporarily impair both the 
integrative and the executive functions of the ego. Anxiety, if 
excessive, may have a paralyzing influence. The same is true for 
rage. An enraged person is likely to concentrate on one single 
aim—that of vengeance—and leave out of consideration every- 
thing else. In all excessive emotional states the primary objective 
of the organism is to find immediate relief from the tension. This 
urgency interferes with a comprehensive handling of all exter- 
nal and internal factors. 

Common examples of acute neuroses are the so-called “trau- 
matic neuroses” (see chap. vi). In the traumatic situation the ego 
is incapable of carrying out its co-ordinating and adaptive func- 
tions. This failure may precipitate not only a regressive evasion 
of the traumatic situation but also a strong regressive movement 
toward a more dependent, helpless state of infancy. Loss of con- 
sciousness, of the faculty of locomotion or of speech, or of the 
co-ordinated use of the extremities may be the result. Acute con- 
ditions may easily develop into chronic neurotic states, and there- 
fore it is important that acute conditions should be treated early. 
In the early phases supportive measures frequently suffice to pre- 
vent the development of chronic neurotic states as a result of an 
acute neurosis. The emotional support may serve as encourage- 
ment for the ego to make new attempts to regain its mastery, 
which was only temporarily disturbed under the influence of the 
excessive stimulation of the trauma. 

The chronic failures of the ego functions usually can be traced 
back to disturbed interpersonal relationships in childhood. Some- 
times traumatic interpersonal relationships are of later origin. 
Accordingly, there is a continuum between acute, subacute, and 
chronic states. In the development of a chronic neurosis the fol- 
lowing phases in general can be distinguished: 
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1. Circumstances that precipitate the actual situation with 
which the patient cannot cope. 

2. Failure in solution of the actual problem after some unsuc- 

` cessful attempts. 

3. Replacement of realistic adaptive measures by regressive 
fantasies or behavior. 

4. Reactivation of the old conflicts which in the past induced 
the ego to give up the old adaptive patterns in the course of matu- 
ration. , 

5. Efforts of the ego to resolve the infantile conflict revived 
through the evasion of the actual life-situation. As has been said, 
the differentiation between the several forms of neurosis is based 
to a great extent on the type of defensive measure employed to 
resolve the anxiety, guilt, and inferiority feelings resulting from 
the reactivated original neurotic conflict. 

6. Secondary results of the chronic neurotic state. The symp- 
toms, which are the ego’s attempt to resolve the conflict, absorb 
the patient’s energy and make him even less effective in dealing 
with the real problems of his life. This secondary conflict neces- 
sitates further regression and produces new symptoms which, in 
turn, decrease the ego’s efficiency by absorbing more energy. 
This is the neurotic vicious circle which results as the end-effect 


of the chronic neurotic state. 


Tyres or Neurotic CONDITIONS 


In the following discussion the main criterion used for classi- 
fication of the several forms of neurosis is the differentiation of 
defenses used by the ego to resolve the neurotic conflict. Only 
secondary consideration is given to the nature of the ego-alien 
impulses against which the ego has to defend itself. According 
to the authors, classification based on “instinct-qualities” is much 
less reliable, In fact, the validity of some customary generaliza- 
tions concerning the nature of ego-alien impulses and the degree 
of regression postulated in the different conditions is questioned 
by the authors. 

HYSTERICAL CONDITIONS 


Three clinically well-defined conditions belong in this group: 
(a) anxiety neurosis, (b) phobia, and (c) conversion hysteria. 


Although these three neurotic states outwardly le as quite 
different, the one common feature which justifies classifying 
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them together is that the principal defense employed in all three 
is repression. In anxiety neurosis, repression is not supported by 
any other defense mechanism; in the phobias, repression is ae 
ported by displacement; and in conversion hysteria, the symbolic ' 
use of body innervations serves as a substitute expression of ego- 
alien tendencies. The validity of the statement common in psy- 
choanalytic literature that in hysteria the repressed impulses are 
mainly of genital-sexual nature is not fully convincing. ‘The pres- 
ence of pregenital tendencies, particularly oral and sadistic, are 
commonly observed both in anxiety and in conversion hysterias. 
The argument that these pregenital impulses are regressive re- 
treats from genital impulses is true in all forms of neurosis. There 
may be a preponderance of genital-sexual impulses in this group, 
but this generalization still requires further confirmation. 

a) Anxiety neurosis—Some form of anxiety is a well-nigh 
universal concomitant in all forms of neurosis, and it is also a 
common reaction in healthy individuals. Anxiety is the ego’s re- 
action to the internal danger represented by the pressure of im- 
pulses, the gratification of which would involve the person in 
conflict with external or internal standards. In anxiety neurosis, 
anxiety is the central symptom, a constant or regularly recurring 
condition which has a paralyzing effect upon E EEM It appears 
without conscious motivation—it is “free-floating,” without be- 
ing firmly attached to any ideational content. 

Free-floating anxiety, as a rule, is a reaction to repressed hostile 
impulses and represents a fear of retaliation. The hostile impulses 
are mostly aroused by sexual competitive drives, no matter how 
deeply these drives may be repressed. The unconscious content 
of anxiety in man, accordingly, is castration fear or masochistic 
homosexual fantasies; in women it is typical masochistic fanta- 
sies resulting both from guilt toward the mother and from hostile 
(castrative) fantasies toward the man. ' 

Free-floating anxiety, seldom a chronic state, is the introduc- 
tion to the development of some other more stable neurotic con- 
dition. Since neurotic mechanisms serve to allay anxiety aroused 
by the central conflict, anxiety neurosis can be considered as an - 
initial phase, which exists before the ego forms adequate defenses 
against the anxiety. Nevertheless, free-floating anxiety may per- 
sist occasionally for a long period of time or may flare up period- 
ically under conditions which mobilize the patient’s conflict. The 
central mechanism is repression without any of the auxiliary de- 
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fenses which are utilized in other neuroses to circumvent anxiety. 
Accordingly, anxiety neurosis can be considered the simplest 
form of neurosis, and the other neurotic conditions can be under- 
stood as different methods by which the central core of neurosis 
—neurotic anxiety—is handled by the ego. 

The following case illustrates the dynamics and clinical picture 
seen in anxiety neurosis. It particularly high-lights the etiology 
and demonstrates how vhe anxiety neurosis can be the initial 
phase of a breakdown in ego functioning and then lead into the 
development of a clinical picture characterized by phobic and 
depressive features as the ego’s defenses become operative. 

A 34-year-old married white woman, following a serious Slat with 
her mother-in-law, developed an acute attack of anxiety. Her ree-floating 
anxiety, obviously a reaction to repressed hostile impulses, became mani- 
fest in tachycardia, palpitation, loss of appetite, and weakness and tremu- 
lousness of both upper and lower extremities. The anxiety soon became 
attached to the idea that she had heart trouble and that she was going to 
die. This phobia persisted for several months and finally led to hospitali- 
zation and cardiac study. After six weeks she returned home to her hus- 
band and three children, relieved of the thought that she had heart trouble. 
However, the unconscious hostility toward her mother-in-law and mar- 
riage now became displaced by obsessive thoughts that her husband and 
children would die or that he would divorce her. By the time she was 
referred to the psychiatrist, she was deeply depressed and full of remorse 
and self-accusations. 


b) Phobias.—In the phobias, in place of generalized anxiety as 
seen in anxiety neurosis, the fear is focused on certain highly spe- 
cific situations, such as being in the dark, in crowds, in inclosed 
places (claustrophobia), in wide-open spaces (agoraphobia), or 
high places (acrophobia). It is not our purpose to give an exhaus- 
tive description of the great variety of specife forms which 
phobic anxiety may take. In all instances the patient reverts to 
some early childhood fears, which are common and normal in 
infancy, such as fear of strange people, of darkness, of falling, 
of being alone in a crowded street. The etiological question is to 
Sebi the cause of the regressive reactivation of childhood 
ears. 

The phobic fear reveals itself as a substitute for an actual fear 
of the problems of life which the patient cannot meet. The most 
common among these problems which the patient tries to evade 
are those connected with mature sexuality, the responsibilities of 
marriage, having children, and occupational tasks requiring inde- 
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pendent decisions, competition, and all those complex interper- 
sonal relations which are a part of adult existence. 

A common example is the street phobia of women, who dis- 

lace their anxiety because of prostitution fantasies (street-walk- 
ing) to the fear of crowded streets. In acrophobia, the fear of 
ambition, responsibility, and leadership is symbolized by being 
“high up”; and the wish to accept a more humble position—in 
men, often a female position—is frequently replaced by the fear 
of falling. 

Phobic anxiety has a tendency to spread, making the patient 
avoid more and more of the trivial situations of everyday life. In 
severe cases the apa retires completely from independent 
activity and indulges in a vegetative existence within the four 
walls of his home. This end-phase demonstrates clearly the un- 
conscious trend toward infantile dependence—an escape from all 
the risks and efforts of adult existence. 

The following case illustrates the clinical picture of a phobia: 


A 31-year-old single white woman, in addition to vague complaints of 
chronic indigestion, suffered from a street phobia. This became particu- 
larly manifest when she was about to cross a street. She usually waited 
until others came along and then surreptitiously joined them as they 
went to the other side of the street. Her fear was that she would fall or 
faint. The street phobia in this woman was not only a displacement of her 
anxiety of unconscious prostitution fantasies but also a fear of her intense 
ambition and masculine strivings. Her feminine sexual strivings, repressed 
by her masculine protest, found discharge in the rich prostitution fantasy 
that led to one part of her street phobia. Her masculine protest led to a 
professional life, bringing her into a competitive relationship with men. 
However, strong unconscious trends toward infantile dependence became 
activated whenever she made important advances in her professional 
career and moved into positions calling for greater responsibility and 
leadership. Following such an advancement in position, her fear of fall- 
ing became so acute that she felt giddy and dizzy even when walking 
on the sidewalk along the buildings. Her gastrointestinal distress also 
became more acute. In short, her unconscious infantile longings to be 
nursed and cared for became so intensified that the fear of ambition and 
the wish for a more humble position was replaced by the fear of falling. 

A second example of a phobia is the case of a young lawyer who had a 
morbid fear that he would someday contract rabies. Not only was he fear- 
ful of being bitten by a dog, but he was afraid even to be near or touch 
anyone who owned, petted, or had been near a dog (example of the tend- 
ency of phobic anxiety to spread). As a youth he was exposed to the fre- 
ma quarrels of his parents, and often heard his mother refer to his 
ather as a “baser Hund” (“mad-dog”). In fantasy the young lawyer often 
pictured himself as the rescuer of his mother and the avenging destroyer 
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of his father. It is clear that his fear of rabies is a displacement and reaction 
to bora his hostile wishes as well as his passive submissive trends toward 
his father. 


The phobic anxiety in the latter case is similar to that of “little 
Hans” and the “Wolf man” from Freud’s clinical studies (4, 6). 
In little Hans the fear of the falling, Haii horse was a displace- 
ment of the fear of the father who little Hans wished would fall 
over dead, while the Wolf man’s fear of being bitten was a reac- 
tion to his unconscious passive feminine strivings toward his 
father. 

c) Conversion hysteria—The underlying mechanisms in con- 
version hysteria are essentially the same as in the common expres- 
sive innervations of the body, such as weeping, laughter, and 
blushing. Conversion symptoms express and relieve emotional 
tension through bodily changes, which have no other function 
but to relieve emotional tension. The differences between normal 
bodily expression and hysterical conversion symptoms is that the 
latter are individual uncommon innervations ai the underlying 
emotional content is completely repressed into the unconscious. 
On the other hand, the normal channels of emotional expression 
may also be utilized for the drainage of unconscious ego-alien 
impulses, in which cases we deal with hysterical uncontrollable 
peice. or laughter. These patients are unable to say why they 
are laughing or weeping. A woman patient reported repeated in- 
stances of uncontrollable laughter at funer: and condolence 
visits. In her case unconscious malicious pleasure about the trag- 
edy which befell persons against whom she had ambivalent feel- 
ings was the unconscious motivating force. 

The forms which conversion symptoms may take are extreme- 
ly variegated and are determined by the traumatic experiences of 
the individual. Contracture and paralysis of the limbs are the 
most common conversion symptoms in the field of the voluntary 
muscles. The contracture or paralysis has a symbolic meaning, 
which, at the same time, expresses both the gratification and the 
denial of the unconscious content. A contracted leg may symbo- 
lize the castrated male organ and thus express both the uncon- 
scious castrative wish as well as the punishment for it. In the 
great hysterical attack described in the older textbooks of psy- 
chiatry, several details of sexual intercourse are represented, such 
as the rhythmic movements, episthotonus, forced respiration, etc. 
What is missing is the experience of sexual gratification. 
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Hysterical conversion symptoms may appear not only in the 
voluntary muscles but in all sensory systems, producing an im- 
mense variety of paresthesias, anesthesias, pain, blindness, deaf- 
ness, etc. The unconscious meaning is the denial of some ego- 
alien gratification connected with the affected sense organ. 

The functions of some smooth muscles under the control of 
the autonomic nervous system may be the seat of hysterical con- 
version. The most common example is hysterical vomiting, the 
unconscious meaning of which is the rejection of some oral fan- 
tasy (fellatio, oral impregnation, biting, etc.). Such symptoms are 
not contradictory to the statement that conversion hysteria is 
restricted to the field of the sensorium and voluntary movements, 
because swallowing is a part of a complete co-ordinated physio- 
logical function, the first phase of which is the voluntary act of 
eating. 

The excretory functions, also, are controlled by a combination 
of voluntary and automatic innervations. Accordingly, a com- 
bination of hysterical conversion mechanisms with those of vege- 
tative neurosis is a common occurrence in the gastrointestinal 
tract. 

It is a widely held view that hysterical conversion symptoms 
are utilized primarily for the expression of genital impulses, in 
contrast to depressions and compulsive obsessional states, in 
which pregenital (oral and anal) impulses are prevalent. The de- 
tailed study of conversion symptoms, however, seems to indicate 
that all kinds of instinctual tensions may find expression in con- 
version symptoms. 

The prevalence of genital impulses holds more true in what is 
often called the “hysterical personality.” These patients are in- 
clined to go through the motions of gesting without actually 
experiencing the very emotions to which they often give an ex- 
tremely dramatic i a ae The feelings which the hysterical 
patients so desperately try to capture and which they are unable 
to experience are, as a rule, those characteristic of mature sexual- 
ity. This emotional shallowness is particularly frequent in con- 
nection with the sexual act itself and is the basis of the widespread 
phenomenon: sexual frigidity. Many frigid women go through 
the external motions of sexual gratification without being capable 
of experiencing it. Play-acting in place of actual experience, 
however, usually spreads out to all interpersonal relationships. 

In connection with conversion hysteria, a phenomenon de- 
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scribed very early by Freud deserves special mention. The pa- 
tient identifies himself with another person but restricts the iden- 
tification to assuming the sufferings of the chosen person. He 
imitates the disease symptoms (such as coughing or ains and 
aches of all kinds) of the one whom he both loves and hates. In 
the identification the patient gives unconscious gratification to 
his wish to be in the a ae person’s position—for example, to have 
the same lover—and at the same time he gratifies the need for 
punishment by sharing the suffering of the envied person. 
The following case is an illustration of conversion hysteria: 


A woman of 32 developed a hysterical paralysis of her right arm and 
hand after her husband lost his job and developed a gradually increasing 
degree of impotency. The frustration she experienced as a result of his 
inadequacies led to the generation of strong unconscious hostile impulses. 
These, as well as substitutive sexual expressions, were repressed, but found 
expression in her conversion symptom of paresis. This occurred through 
the process of displacement and symbolization. 

A dream reported during the second week of analysis reveals her un- 
conscious hostile castrative impulse toward her husband as well as the 
masturbatory strivings. She dreamed that she returned home with a bag 
of groceries. She put her hand into the bag and took out an onion. She 
looked at it and said: “It has gone to seed, it is rotten.” The hand, which 
is innervated by the hostile as well as the masturbatory impulse, is puni- 
tively immobilized. The onion that has gone to seed is an obvious refer- 
ence to her husband’s atrophied testicle. 


In this case the conversion symptom has a symbolic meaning 
which, at the same time, expresses both the gratification and the 
denial of the unconscious impulses. The hand paralyzed is a sym- 
bol of punishment and gratification for the hostile castrative wish 
against the husband’s genitals, as well as punishment and grati- 
fication for the infantile masturbatory impulses. 


OBSESSIVE-COMPULSIVE STATES 


Full-blown cases of obsessive-compulsive states present a dy- 
namic equilibrium in which obsessive preoccupation with ego- 
alien fantasies (incestuous, coprophilic, sadistic-homicidal ideas) 
are precariously balanced by rituals representing an exaggeration 
of social standards, such as Cleanliness, punctuality, consideration 
for others, The obsessive ideas are mostly asocial in nature, 
whereas the compulsive rituals are caricatures of morality. The 
dynamic formula is similar to bookkeeping, in which on the one 
side of the ledger are the asocial ten lencies which the patient 
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tries to balance precisely on the other side with moralistic and 
social attitudes. The 50-50 ratio is characteristic of these pa- 
tients and explains their central characteristic: doubt, indecision, 
and ambivalence. Every asocial move must be undone by an 
opposing one. Many of the complicated touching and washing 
rituals can be explained by this peculiar polarity in the emotional 
household. The endless hand-washing is a response to coprophilic 
tendencies. Touching is a symbolic substitute for hurting; the 
left hand must undo the sin committed by the right hand. 
Psychodynamically, the compulsive-obsessional states differ 
from the hysterical conditions primarily in repect to the defense 
_ mechanisms. In the hysterias the principal defense is repression. 
In the compulsive-obsessive states the repression is not successful 
—the ego-alien ideas appear in consciousness sometimes without 
any distortion whatsoever. The defense consists in allaying anxi- 
ety and resolving the conflict by compensating measures (overly 
moralistic rituals), by which the asocial tendencies are undone, 
and by isolation of the ego-alien tendencies from the rest of the 
mental content. The objectionable ideas are de-emotionalized; 
they Rn disconnected and almost as abstractions, like foreign 
bodies for which the patient does not feel responsible. Displace- 
ment, too, may play an ae part in obsessive-compulsive 
symptomatology. This could be demonstrated in a 65-year-old 
patient who developed a mild, lifelong counting compulsion 
which suddenly became aggravated to an almost psychotic de- 
gree a weck after his sixty-fifth birchday. Formerly a wealthy 
man, the patient was then forced to realize the precariousness of 
his financial situation. Instead of facing the hard financial facts 
and his future economic problems, which required some calcu- 
lation, he began to count everything in his environment and was 
unable to free himself from this compulsion for even a few min- 
utes during his waking hours. Meaningless counting of any 
countable objects substituted for his facing the highly disturb- 
ing numerical facts of his future economic existence. Counting 
objects is one of the most primitive forms of mastery—bringing 
some order into the chaotic world. A regression to this form of 
mastery when all other methods of controlling one’s life-situation 
fail is a not uncommon form of neurotic evasion. 
The preponderance of anal-sadistic impulses is well established 
in compulsive states. The defensive measures employed are par- 
ticularly suited for dealing with the conflicts aroused by hostility. 
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The following is an illustrative case of obsessive-compulsive 
neurosis, showing the presence in consciousness of incestuous, 
coprophilic, and sadistic fantasies, as well as the ego’s constant 
preoccupation with making restitution, isolating, or undoing 
the above-mentioned ego-alien impulses. This clinical example 
also demonstrates the psychodynamic difference in the defense 
mechanisms of the obsessive-compulsive state as contrasted with 


the hysterias. 


A 31-year-old married white woman who had always been a compulsive 
and scrupulously clean housewife was forced by financial reverses to seek 
her father’s help. He lived with two older sisters of the patient, one mar- 
ried and childless, the other single. The patient consciously resented the 
relationship of the father to the older sisters and frequently referred to 
them angrily as her father’s “wives.” Conscious hatred was felt for her 
father and the two sisters. The patient felt guilty about these hateful emo- 
tions but did not admit into consciousness any of her hostile death wishes. 
Instead, they appeared in consciousness in the form of acute anxiety or 
panic states whenever any disaster occurred. She was unable to read the 
newspaper headlines or listen to the radio for fear she would hear of some 
recent disaster. If this happened, she was then plagued with doubt that 
she had not performed her com ulsive mental rituals correctly. If the 
disaster was a fire, then she wondered if she had not said “long life” the 
last time she saw the word “fire.” If she had been talking to someone or 
looking at someone, she felt she must go over and over in her mind certain 
ritual phrases that were designed: to deny the presence of any hostile wish 
that someone should drop dead, or burn to death, or come down with 
some dread and crippling disease. For example, she would tepeat such 
phrases as “I mean she should not get sick” or “there should be no fire” 
or “I mean there should be no war.” Frequently, doubt would arise in her 
mind as to whether she had got the phrase right, thus indicating quite 
clearly the breaking-through of the hostile wish. 

Sometimes this tendency to undo or negate was directed against anal- 
sadistic impulses. For example, thinking about a man or being in his pres- 
ence might force her to mumble to herself, “I don’t mean kiss my behind.” 
Further evidence of her anal-erotic fixation is indicated by her sexual re- 
sponses to her husband’s advances. She was unable to enjoy sexual activity 
with him unless she guiltily indulged in fantasies about spanking. In these, 
some other woman was always being spanked. It is interesting to note 
that the patient’s father, a surgeon, was frequently plagued with a com- 
pulsive bube regarding his preparation for the sterility of the surgical 
field, or he wondered if he had made all his sutures tight enough. 

Being forced to return to her father’s home for help threw the patient 
back into the unsolved oedipal conflict of her childhood. Her mother had 
died when she was six, and she and the two older sisters were reared by 
this father with the aid of housekeepers. At the time of the mother’s death 
the child developed some kind of rectal trouble requiring frequent ene- 
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mas. There was some regressive soiling at that time, with frequent punish- 
ment by her father. 


It is not difficult to see that this patient resented her father’s 
“wives” and wished them dead; but fear that her magical death 
wishes might cause their deaths, just like the real mother’s, 
aroused intense anxiety and led to the displacement and spreading 
of the hostility to cosmic proportions. The compulsive cleanli- 
ness and anal-sadistic fantasies are obviously a regression to a 
previously overstimulated erotic zone that was accidentally fix- 
ated by the constant enemas and spankings. 

DEPRESSIONS r 

In depressions, also, ego-alien impulses—in this case, hostile 
tendencies—can no longer be excluded from consciousness by re- 
pression, and the ego fas to use other modes of defense against 
them. The principal method is to turn the hostile impulses orig- 
inally directed against other persons against one’s own self. The 
melancholic patient indulges in an orgy of self-accusation which 
substitutes for destructive wishes toward others. The original 
target of hostility is always an ambivalently loved and hated 
person. Because of the love component, the hostility cannot be 
vented freely and must be turned back against the hating person 
himself. This is a suitable defense, because to hate a person whom 
one also loves is the source of the most intense sense of guilt. 
Attacking one’s self—a kind of self-punishment—not only drains 
off the aggressive impulse but also serves at the same time as an 
atonement for wanting to destroy the beloved person. 

The picture is further complicated by another important dy- 
namism, which is of specific significance in depressions—identi- 
fication. The love relationships of the depressive are tenuous and 
easily regress under frustration to a precursor of mature object 
love, that is, to identification. The lost object is reconstituted 
within the ego by the process of identification. The ambivalent 
conflict originally entertained toward the object now continues 
intra-psychically toward the person introjected. The process of 
identification thus favors the retroflection of the hostile impulses 
toward the self. 

The quality of the impulses which participate in this dynamism 
are primarily of oral-aggressive nature. The tendency to incor- 
porate the object as a part of the ego corresponds to that early 
period of development in which the interpersonal relations are of 
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oral-dependent and oral-aggressive nature. According to Freud 
(5) and Abraham“ (1), the depressive patient has a fixation to 
the early oral phase of development and Ro to it whenever 
his tenuous object relationships in later life are disturbed. The 
dynamics of the depressive reaction are identical with thöse of 
mourning. In a depression the ambivalent character of object 
relationships is more pronounced, and the whole process is more 
intensive and prolonged. Because there is ambivalence in every 
object relationship, mourning is a universal phenomenon. 

The following is an illustrative case of depression: 

A 26-year-old white man developed a severe depression following the 
death of his wife. His depression was typically accompanied by feelings 
of guilt and ideas of a self-accusatory nature. He hated himself for not 
being kinder and blamed himself for her death because she had died in 
childbirth. During his depression that lasted about nine months, he suf- 
fered from frequent bouts of nausea and was unable to eat anything but 
baby foods. Analysis revealed that their 34 years of married life had not 
been very congenial. His wife had wanted a baby soon after marriage, 
but he claimed it was not wise because of financial reasons. There were 
frequent quarrels between them because he did not care to go out with 
her socially except to visit his mother’s home. He also fussed about his 
wife’s failure to develop into as good a cook as his mother. When she 
finally did become pregnant, he was openly neglectful and frequently 
left her alone to visit his mother or to be with the “boys.” 


The oral fixation and the ambivalent attitude to the wife are ob- 
vious in this case. The depression lasting nine months and his 
nausea and vomiting are indicative of an oral incorporation of the 
dead pregnant wife. By this process of identification, the hostility 
that he felt for his wife was turned upon the introjected object. 
In this case it can be clearly seen how the principal defense of 
depression, namely, a turning of the hostile impulses originally 
directed against his wife against his own self, is made possible by 
the process of oral incorporation and identification. It is interest- 
ing to note that as a child he suffered from a severe eating prob- 
lem and had to be placed in a boarding house for several months. 


HYPOCHONDRIASIS 


Only because it so frequently occupies the central place in dif- 
ferent forms of neurotic conditions does this syndrome deserve 
discussion under a special heading. 

Anxious preoccupation with one’s own body and fearful ex- 
pectation of a disease are always manifestations of a deep-seated 
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need for suffering which derives from unconscious guilt feelings. 


A further important factor is that the preoccupation with a 


“ supposedly diseased part of the body can serve as a articularly 
© „suitable excuse for withdrawal of interest from the external 
- ‘world and for concentration of all love and attention to one’s 

own self. The fact that this excuse consists in suffering allays 
guilt feelings, which a mature adult feels because of an excessive 

‘degree of self-concern. 

A third factor is that the preoccupation with a concrete disease 
symptom allows the patient to displace a more intensive form of 
anxiety (such as castration fear or its feminine equivalent), as in 
the phobias, to one circumscribed area. The important role which 
narcissistic withdrawal and guilt play in these cases explains why 
the hypochondriasis syndrome is usually either the substitute for 

` ora component of a depressive state. 


BEHAVIOR DISTURBANCES 


Behavior disturbances are “neurotic character,” “fate-neurosis,” 
“psychopathic personality,” and “impulse-ridden character.” The 
> outstanding feature of these conditions is that ego-alien impulses 
find outlet in actual behavior rather than in neurotic symptoms. 
As we have shown, neurotic symptoms are symbolic substitutions 
in fantasy for co-ordinated activity. Neurotic characters, how- 
~ ever, are not satisfied with such tenuous gratification; they “act 
* out” these impulses. Their life, in contrast to the neurotic, who 
suffers from typical symptoms, is dramatic; it is not just a private 
affair of the patient, it involves the environment. Because the ego- 
alien impulses are often of an aggressively antisocial nature, these 
patients often get into conflict with the law and form the major 
portion of the delinquents. Other neurotic characters express their 
unconscious impulses in eccentric behavior. Many famous adven- 
turers, collectors, mountain climbers, and daredevils belong to 
this category. Neurotic acting-out of an impulse is the equivalent 
of a neurotic symptom. The difference lies in its alloplasticity.! 


„1. Ferenczi differentiated between autoplastic and alloplastic adaptations at the 
disposal of the organism: (1) changes within the organism (for example, de- 
velopment of heavy fur in the Arctic regions); (2) changes in the environment 

a (for example, buil; ge or homes as protection against cold). Neurotic symp- 
toms pete the first category because subjective needs are satisfied m 
by internal processes, such as fantasy, Neurotic characters, on the other De 
gratify their alien drives by full-fledged activity which directly influences the 
environment, such as delinquent or unconventional behavior. 


x 
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However, like neurotic symptoms, such symptomatic behavior 
is still only a substitute for realistic gratification of the repressed 
tendency, which is only rarely acted out in unadulterated form: 
by severely disturbed psychotics. AU 

This group of behavior disorders has long baffled psychiatrists, 
and the diagnosis “psychopathic personality” has come to be 
considered a wastebasket diagnosis. From the en 
point of view, however, this diagnosis is not more difficult to’ 
make than any other diagnosis of a neurosis. The differential eri- 
terion is “neurotic acting-out” versus neurotic symptoms. The 
presence of an unconscious neurotic conflict can easily be recog- +r. 
nized. It manifests itself by the following phenomena: 

a) Irrationality of behavior, which is ill-motivated so far as.» 
conscious awareness of motives is concerned. à 
b) Stereotyped repetitive acting-out of unconscious motive 

forces which are not accessible to the modifying influence of con- 
scious inhibition. This explains why, for example, neurotic delin- 
quents repeatedly decide to start a new life and end their irrational 
behavior, only to fail again and a in in their determination to re- 
form. The opinion of most people, including many ee 4 
that this inconsistency is a deception leads to the faulty view that ` 
these patients lack a superego and are fundamentally—indeed, 
constitutionally—asocial. There is no evidence that constitution 
is of greater significance in these patients than in those suffering 
from any other form of neurosis. 

c) Marked self-destructive tendencies which express the neu- 
rotic conflict. Neurotic delinquents always manage to be caught, 
as a result of a strong need for punishment, an outcome of guilt 
feelings, which themselves arise from the asocial impulses. 

d) The actual neurotic behavior is a distorted substitute for 
unconscious fantasies. The actual crime, for example, is often a 
substitute for incestuous or patricidal impulses. The criminal who 
is acting from a guilty conscience, as described by Freud (7), F 
attempts by a more or less trivial delinquency to express his 
crime, and in this way he appeases his unconscious guilt and 
makes a bargain. He suffers consciously for a smaller crime, while: 
in his unconscious he secures substitutive outlet for his deeply 
repressed asocial tendencies, for which he would be punished __ 
much more severely. In fact, he exchanges the unconsciously» 7 
dreaded castration as the expected punishment for his oedipal 
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ilt with a more trivial form of suffering, such as imprisonment 
or, at most, hard labor. 

The following case is illustrative of the acting-out neurotic 
character and demonstrates the features so typical of this condi- 
tion, namely, the acting-out of ego-alien impulses, suffering being 
experienced by those in the environment because of the aggres- 
sive, antisocial nature of the impulses. 


This is the case of a 27-year-old white male who is the youngest of 
three children. Both the older brother and sister are now hos italized for 
schizophrenia in a state institution. His father, a very aggressive and suc- 
cessful business promoter, who was somewhat unscrupulous and inclined 
to alcoholism, died several years ago. The atient was attached to his 
mother, who was an indulgent and weak-willed woman who failed to 
exercise any discipline. The father was a bully, so that the patient was 
thrown between the spoiling of the mother and the bullying of the father. 
Although his intellectual capacity was adequate, he did poorly in school 
because of his truancy and defiance of male schoolteachers. He quit after 
two years of high school and then showed an even poorer work record. 
He was inclined to get into frequent quarrels with others and would then 
show traits that were imitative of his father. He would talk in a “big” and 
grandiose manner, scold, and act in a physically threatening manner. He 
most often associated with people of questionable character, because he 
felt ill at ease with those of his own set. He was easily affected by small 
amounts of alcohol and would evince the picture of pathological intoxi- 
cation at times, approaching a confusional state. These periods lasted from 
only a few days to three weeks. Twice during such eriods he became 
married to scheming women who had to be paid of, and the marriage 
annulled. From one of these women he contracted syphilis, 


_ This case reveals the unconscious competition and identifica- 
tion with the powerful and bullying father and the guilt about 
his incestuous attachment to his indulgent mother. But the neu- 
rotic conflict, instead of being discharged auto lastically, is 
drained off alloplastically in acting out the role of the superior 
and bully toward his inferiors and in choosing the indulgent pros- 
titute as both a denial and a gratification of his incestuous attach- 
ment. 


ALCOHOLISM AND DRUG ADDICTION 


These conditions deserve special classification for practical 
reasons because of the combination of the physiological effect of 
the drug with an unconscious emotional RA 

The essential factor is that, by means of their narcotic effect, 
both alcohol and the different forms of drugs favor the possi- 
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bility of regressively escaping conflictful life-situations. Through 
the narcotic effect, alcohol and drugs give physiological support 
to the regressive tendency to re-establish the carefree, passive 
state of Nirvana, of early infancy, when the child’s needs are 
satisfied at the mother’s breast. On the other hand, the initial 
stimulating effect of the drugs, which sooner or later is followed 
by the sedative effect, permits the patient to overcome his psy- 
chological inhibitions. The latter factor is particularly important 
in alcoholism. Alcoholics are often recruited from neurotics who 
are particularly inhibited in their human relationships and suffer 
from intense feelings of insecurity. The hysiological effect of 
alcohol allows these patients to express t emselves more freely 
and to feel effective and superior. 

In the second phase of the intoxication the effect of alcohol 
dulls the pains of self-depreciation and insecurity. In other words, 
narcotics are pain-killers not only in the physical but also in the 
psychological sense. t 

The fact that indulgence in alcohol is socially sanctioned and 


allergic sensitivity of the organism has often been postulated, but 
no objective findings have been presented for the support of this 
hypothesis. On the other hand, there is indication that a psycho- 
logical susceptibility, a basic weakness of ego control, might be 
the crucial factor. 


SExUAL PERVERSIONS 


One of Freud’s early formulations was that a neurosis is the , 
negative of a perversion (8). In other words, what a neurotic _ 
person represses and can gratify only symbolically by symptoms, ; 
the pervert expresses directly in his sexual behavior. Littlecan be 
added to this formulation, but the factors which are responsible 
for one person’s developing a sexual perversion and another a 
psychoneurosis are still largely unknown. 

In perversions either the quality of the sexual strivings or the 
object of the sexual striving is abnormal. In sadism, masochism, 
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exhibitionism, voyeurism, and transvestitism the nature of the 
- sexual striving is disturbed. In homosexuality, pedophilia, and 
~ zoéphilia the normal object is replaced by an unnatural one. In 
fetishism the object of the sexual striving as well as its quality is 
abnormal, 

Etiologically, it is of primary significance that perversions 
show fixation to early pregenital forms of gratification. Regres- 
sion to points of fixation is often manifest, but usually the perver- 
sion can be traced back as a continuous inclination of the patient 
from early childhood. There may be exacerbations and remis- 
sions, and occasionally there may be a long interval between fix- 
ating childhood experiences and the manifestation of the perver- 
sion in later adult life. 

Because of the significance of the fixating childhood experi- 
ences, one should consider perversions as manifestations of an 
interrupted sexual development rather than as a disintegration of 
mature sexuality into its pregenital components. Although dis- 
integration may play a certain role, in pronounced cases sexual 
maturity has never been firmly established. This fact might be 
responsible for the unusual difficulties which these patients offer 
to any form of treatment. 

In sadism, inflicting of pain is the main content of the sexual 
urge. This aggressive impulse is completely dissociated from any 
utilitarian goal, such as the elimination of an enemy or an ob- 
stacle. Inflicting pain is an aim in itself and the source of sensual 
gratification. The same is true of masochism. Here the suffering 
of pain is the content of the sexual sensation. Voluntary endur- 
ance of pan is an important component of rational adaptive be- 
havior. In order to achieve a cherished goal, a person may often 
willingly subject himself to all kinds of suffering. This, however, 
is not masochism. In masochism the endurance of pain is not sub- 
ordinated to any goal but is a pleasurable aim in itself. 

In exhibitionism, the showing-off becomes an isolated aim and 
the source of sensual gratification. Voyeurism can be described 
as the sexualized form of curiosity. Curiosity, too, is an integral 
component of purposeful behavior. When curiosity becomes a 
goal in itself, it assumes an erotic quality. - 

These forms of perversions, in which the quality of the in- 
stinctual strivings retain their pregenital form, substantiate the 
thesis that sexual gratification does not depend upon the quality 
of the instinctual urge but upon the mode of discharge. Every 
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emotional tension, such as aggression and endurance of pain, curi- 
osity, or vanity, can be expressed in sexual and nonsexual form. 
What is characteristic of the sexual expression is that here the 
emotional tendency is not subordinated to a self-preservative 
function but is an aim in itself. Object love also can be expressed 
in a nonsexual and in a sexual form, as is demonstrated by the 
double meaning of the word “love.” 

In the group of perversions in which only the object of the 
sexual tendency is disturbed—homosexuality, pedophilia, and zoö- 
philia—the sexual maturation is more advanced than in the grou 
mentioned above. Here the influence of the oedipal conflict mani- 
fests itself in the replacement of an incestuous object by another 
one. Accordingly, homosexuality is often a defense against an in- 
tensive mother- or father-fixation. Another common mechanism 
in male homosexuality consists in identification with the original 
forbidden object of the sexual striving, for example, with the 
mother. At the same time, the person’s own role is projected onto 
the homosexual partner. The sexual relationship re-establishes the 
mother-son relationship in which the patient plays the role of the 
mother and enjoys vicariously the pleasures of the partner who 
has the role of the son. The same mechanism is equally common 
in cases of female homosexuality. 

In fetishism the main function of the perversion is to bind in- 
tensive castration fear. This is borne out by the fact that fetishism 
is restricted to the male sex. The fetish, usually a part of the 
female body or some article of female apparel (for example, 
shoes), represents the male genital, which the fetishist insists on 
attributing also to the female sex. By this he denies the existence 
of a castrated being (a body lacking a penis), which would 
arouse his own castration fear to an unbearable degree. 

It is not intended to give illustrations and clinical examples of 
all the various perversions. However, the following case of 
homosexuality in a male is cited to illustrate some of the salient 
factors noted above. Analytic study of this case revealed that the 

erversion had been expressed by the patient from early child- 

ood and at no time had been completely absent. This case also 
demonstrates the fact that perversions are a manifestation of par- 
tial interruption in the sexual development, partial because some 
degree of heterosexual development took place. This patient also 
shows that his homosexuality was not only a direct expression 
of libidinous striving of that nature but that this avenue of dis- 
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charge was also used to drain off frustrated emotional striving 
arising from other sources. 


This is the case of a 31-year-old married white male who came for treat- 
ment only after he had been picked up by a plain-clothes policeman for 
attempting a sexually perverse act. He is a well-built and handsome man 
but has a somewhat effeminate appearance. His mother is a very domi- 
nating and domineering woman, who came from a wealthy family. The 
patient’s father, a soft-spoken, passive, timid creature, who was always 
browbeaten by his wife, worked in the father-in-law’s business. A younger 
brother had to be hospitalized in a state institution for the feeble-minded. 

This patient’s homosexual experiences go back to the age of eight, when 
he seduced a colored man servant into fellatio and mutual masturbation, 
From then to his present age he has actively sought homosexual partners. 
He usually tries to find large muscular men, with whom he engages in 
mutual embracing or fellatio. When he was fifteen, his parents were quite 
conscious of his difficulty, sought help, and sent him to a military school. 
The behavior of the patient’s mother in regard to sex was traumatic to him. 
The patient remembers awakening to find his mother examining and han- 
dling his genitals. 

It is interesting to note that his libidinal organization influenced his vo- 
cational choice. fie became interested in women’s hairdressing and is now 
engaged in a thriving business. Although the idea of heterosexuality nause- 
ated him, about two years ago he married a soft-spoken, mild sort of a 
woman, who can, however, be hard and firm upon occasion. This was 
shown by her ability to stand up to his dominating mother (her mother- 
in-law). The patient has always been contemptuous of his father but has 
been fearful of his mother, 

When he came into therapy he revealed a boyish and infantile sort of 
orientation. He was still “mother’s boy” and often spoke petulantly of 
his wife’s ill-treatment of him. Sexual relations with her were only a mat- 
ter of form. His desires often led him to such places as men’s lavatories 
in hotels. This tendency on many occasions increased under any kind of 
stress, Quarrels with his wife, troubles in business, or difficulties with his 
mother often led to homosexual release. In his fantasies he often pictured 
himself being hugged and made love to. It was understandable that this 
man’s trouble was greatly aggravated when his child was born and that he 
got into particular difficulty with the child’s nurse. k 

This case of male homosexuality is illustrative of intense 
“mother-fixation,” with the solution being a regression from 
the oedipal conflict because of fear of incest to a passive, oral 
pn Fear of the tyrannical mother made him turn to men for 

s passive oral gratification. He then sought for male lovers who 
would love him as he wanted and feared to be loved by his 
mother. Unconsciously, he established a love relationship with 
these men and played the role of the young child, giving the 
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mother role to his male partners. A female creature was unthink- 
able because of his disgust and fear of the tyrannical mother. His 
feminine identification was further enhanced by his intense long- 
ing for the strong father whom he had never had in childhood. 
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ACUTE NEUROTIC REACTIONS 
Leon J. Saur, M.D., and Joun W. Lyons, M.D. 


These stand in contrast with those chronic neuroses which 
are reactions to long-standing difficulties and are, by com- 
parison, more independent of the external life-situation. 

If a number of people are exposed to the same stress, only cer- 
tain ones develop neurotic reactions. Earlier psychiatrists attrib- 
uted this to constitutional weakness, while others stressed the re- 
activation of repressed infantile experiences by the trauma. More 
recent formulations (12, 28), born of the experience of World 
War II, utilize the concept of “specific emotional vulnerability” 
—how and when any individual will succumb depends, in the 
main, on the violence, duration, and nature of the stresses bearing 
on the specifically vulnerable parts of his personality. An individ- 
ual’s salarai is determined in part by constitutional factors, 
of which little is known, and in part by his emotional develop- 
ment, of which considerable is known.* 


| | these sra external stresses may elicit acute reactions. 


* These relations have been schematized in the following formula (28); 


a Ad,R T 
x ——— —_ =a 
VsxSs F x BE N, 
where 
Vs = Specific emotional vulnerability; 
Ss = External stresses, especially in relation to specific emo- 
tional vulnerability; 
Ad = Difficulty of adjustment, internal and external; 
F = Flexibility, AUP including capacity for tempo- 
rary. and partial regression; 
R = Regressive forces, including fixation (toward childish 
dependence or infantile attitudes or reactions); 
P = Progressive forces (toward independence; responsibili- 
, productivity, maturity) ; 
T = Emotional tension; 
E=Ego strength (especially control and integrative ca- 
city); 
N = Degree of neurosis. 
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Review or PSYCHOANALYTIC LITERATURE 


Since war, with its unusual physical and emotional hardships, 
is probably the most fertile source of the acute reactive neuroses, 
most of the literature deals with reactions to the stresses of war, 
and this chapter is based chiefly on the study of war neuroses. 

Freud considered the central feature of traumatic neurosis to 
be a psychic fixation to the moment of trauma (9). The neuro- 
sis then becomes a reproduction or a repetition of the situation, 
because the task of mastering and digesting it is still to be accom- 
plished. Freud stated that constitution and infantile experiences 
are complementary and that minor traumata might reactivate in- 
fantile responses in a predisposed individual. This observation 
helps to explain the wide range of breaking points in various 
people to specific traumata. 

In 1921 Freud (11) wrote that, if previous research had not 
substantiated the sexual theory in war neurosis, neither had any- 
one shown it to be incorrect. Freud, of course, used the term 
“sexual” in a broad way to mean (1) “sensual” and (2) “love” in 
its widest sense. The experience of World War II bore this out, 
in showing that prolonged frustration of emotional needs was a 
central factor in many cases of war neurosis. 

Freud felt that the intra-psychic representative of reality may 
consist not only of genuine superego (that is, roughly, “con- 
science”—the internalization of parental ideals and standards) ac- 

uired in childhood but also of later and more superficial identi- 
ons with various other authorities. War, with its rigorous 
training and living conditions so dissimilar to peacetime, ma 
create a “war superego” which permits the expression of forbid- 
den impulses and tempts the ego with demands intolerable to the 
real superego. Freud felt that in many of the war neurotics a 
“peace ego” arises in defense against the “war superego.” This 
view was confirmed by Abraham, Ferenczi, and Jones (11). Freud 
wrote (9) that the individual is impelled by a self-seeking, ego- 
istic motive, and his quest for protection and self-interest main- 
tains the conflict, once the symptoms occur. This aims at protect- 
ing the ego from a repetition of the trauma and persists until the 
danger is no longer present or until some compensation has been 
received. 

Ferenczi (11) believed that not only love of others (mature 
love, “genital attitude,” “object interest”) but its precursor, love 
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of self (narcissism), was affected by war. The symptoms of terror, 
depression, instability, etc., arose from increased ego sensitivity as 
a result of the withdrawal of libido from the object into the ego, 
in other words, from a retreat from the usual mature interests in 
others to preoccupation with one’s self. This is the tendency under 
stress-to abandon other considerations and take care of one’s 
self. Thus those predisposed by a high degree of self-centeredness 
(narcissism) wil be reale to traumatic neuroses. Because of 
the universality of the narcissistic stage, no one is immune. Chil- 
dren only gradually outgrow their self-centeredness and become 
capable of adult parental responsibility and sacrifice. 

Abraham (11) agreed that men who developed war neuroses 
were predisposed before the trauma. Since their previous adjust- 
ment was dependent on self-interest (narcissistic concessions), 
they were ill-prepared for the selfless sacrifices demanded by 
war. 

Jones (18) wrote that the conflict was between fear and the 
adaptation to war. Conflicts over killing, dirt, and discipline, 
combined with fear of being maimed or killed, tend to over- 
whelm the ego. 

In the traumatic neurosis the dream life continually goes back 
to the disaster situation, indicating a “fixation” to the trauma. 
Freud felt that, if the wish-fulfilment theory of dreams were to 
be maintained, then dreaming suffers a dislocation along with 
other functions and is sidetracked from its usual purpose. He 
postulated a “repetition compulsion” for bo experience 
that goes beyond the “pleasure principle” (8). According to this 
hypothesis, the dreams represent a regression to a more primitive 
mode of mastery. Through repeated reliving of the trauma, con- 
trol may be slowly regained by the gradual discharge of energy 
and relief of tension. Recent work (29), without contradicting 
this hypothesis, indicates that some, if not all, catastrophic night- 
mares of the traumatic neuroses fit perfectly into Freud’s well- 
established theory of dreams. 

Freud believed that the ego developed in part at least for the 
purpose of avoiding traumatic states by its ability to anticipate 
expected trauma and prepare the individual so that the effects are 
softened. ee (quantitatively), such preparation con- 
sists in making ready amounts of “countercathexis” (counter- 
charge of emotion) to bind the expected excitation. To be fore- 
warned is to be forearmed. Unexpected traumata are experienced 
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more forcefully. Pathological and archaic attempts at mastery 
may be utilized to stem the painful incoming stimuli. An incident 
may have a traumatic effect in direct relationship to its unex- 
pectedness. 

Simmel (32) stated that there were no appreciable differences 
between the neuroses of World War I and those of World War 
II. He felt that the dynamic conflict lies within the ego itself, in 
its attempt to mediate between instinctual demands and external 
reality. The ego in its struggle for survival is undermined by the 
prospect of annihilation from the external world. The symptom- 
atology results from the ego’s use of the mental mechanisms of 
defense in transforming real anxiety (fear of death) into neurotic 
anxiety. 

A nation at war, as an external representative of the parents, 
permits a return of the repressed aggressive impulses and sanc- 
tions them if used against the enemy. However, if relations to the 
parents were bad, then there is a tendency to be hostile against 
all authority. Soldiers indoctrinated in a military unit are joined 
libidinally and are collectively identified with a leader, who be- 
comes the externalized superego (10). Thus the soldier is in the old 
child-father relationship and feels secure and even immune to 
death as long as the relationship with the superior is good. How- 
ever, discrimination, poor leadership, and disappointments tend 
to isolate the individual and render the TEATA unsuitable as 
an externalized superego. Since he feels released from the group: 
the man’s original conscience and standards function a ain. The 
ability of the ego to withstand trauma now depends on the 
strength and normality of the soldier’s peacetime superego. 

War symbolizes the ambivalent conflict with the father in 
a specific manner. Where the self-esteem is hurt by authority, 
the authority becomes the hated father. The aggressive destruc- 
tive tendencies previously aimed at the authorities are turned in- 
ward and tend to augment the strictness of the inner superego. 
This guilt may then paralyze the personality by phobic reac- 
tions and may cause overt aggression or pathological heroism. In 
other words, repressed hostility to superiors can reach such in- 
tensity and cause such guilt as to generate neurotic symptoms. 
To the predisposed, war can also represent the original oedipal 
situation in the form of the enemy symbolizing the father and 
the home country the mother. 

As Simmel saw it, the symptoms of war neurosis are mecha- 
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nisms of escape from an unbearable situation, as in psychosis. 
These mechanisms turn into neurotic symptoms through the in- 
terference of the superego, which is able to turn the external 
danger into an internal, instinctive danger. Thus the symptoms 
are not converted erotic longings but destructive impulses. That is, 
they are powered not by sensual feelings but by anger, hate, and 
hostility. By forming symptoms, the ego avoids a complete psy- 
chotic break with reality and brings about a release of the tensions 
toward the superego. By protecting himself against the inga of 
his own hostile aggressiveness, the person maintains his stability. 

In treatment Simmel stated that, if the war neurotic can turn 
anxiety into rage and aggressive action, the ego will find its way 
back to reality. Consequently, he introduced and encouraged the 
venting of rage on dummies and recommended the assumption of 
a benevolent superego (kindly, tolerant, permissive) attitude on 
the part of the therapist. 

ardiner (19) finds that there is no specific neurosis created 
exclusively by war conditions but that war offers an opportunity 
for the development of neuroses in greater concentration and 
frequency. He discusses inhibition as the major force, operating 
broadly and disordering the various mechanisms of adaptation. 
The neurosis becomes the organism’s attempt to adapt itself under 
the circumstances of vastly reduced resources. The continuous 
conflict necessitates constant control and inhibition. This tends 
to change the individual’s conception of himself and the outer 
world. It produces a feeling of helplessness and a tendency to 
give up and to be paisane (regression). His altered conception 
of the outer world as a threatening place inhibits vital psycho- 
logical functions, in part as a defense against further traumata. 
His regression to infantile helplessness in the face of the threat- 
ening world engenders further fear and hostility. Catastrophic 
dreams then occur because of the feared retaliation for his own 
hostility. Though his regression may give him some inner security, 
it may also tend to perpetuate the neurosis. 

A sudden loss of control over the situation causes lasting 
damage to the adaptive capacity. Rado (24) postulates an 
emergency control mechanism which tends to remove the 
individual from dangerous situations. The basic pattern is de- 
scribed as being a conflict between military duty and self- 
preservation, with an ensuing flight into illness, fixation on the 
trauma, and a secondary gain from the illness. The emergency 
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control mechanism, spurring toward flight or blind attack, is in 
conflict with the sense of duty, whick requires calmness and 
rational thinking. The traumatic period becomes the last straw, 
and the man finds relief from tension in a flight into illness, 
especially if it can last for the duration of the war. 

In the post-traumatic period the anxiety perpetuates itself by 
creating the illusion that he is still in battle. There are sporadic 
resurgences of rage and anxiety as the personality relaxes its 
subjugation to the emergency control mechanism. As time goes 
on, the process gradually subsides. If, however, the traumatic 
phobic factor is too strong, the fear of recurrence becomes 
dominant, and the patient regresses to dependency and uncon- 
scious appeals for support. The sexual unction is vulnerable 
because of its susceptibility to anxiety since childhood (castra- 
tion fears). 

Grinker and Spiegel (12, 13) find the nuclear problem of war- 
induced neuroses to be anxiety, much of which results from the 
stresses of war bearing upon the integrative functions of the 
ego. War, equated with potential inj or death, stimulates 
every emergency biological mechanism for flight. The conflict 
between the desire for flight and the fear of punishment from 
officers floods the ego with emotion. Further sources of anxiety 
are the individual’s feeling of helplessness and the unusual situ- 
ation of actually having approval for hostile and destructive 
behavior. Anxiety springs also from the liberation of ‘primitive 
reflexes and its associated energy, such as the noise, sight, and 
smell of battle. Thus the ego is flooded with anxieties from exter- 
nal reality, from the man’s own instinctual drives, and from the 
reactions of the superego. On the other hand, the ego is pro- 
tected from anxiety by a number of factors: the individual's 
ability to identify with a group, approval of war aims, sense of 
invulnerability, and ability to express hostility outwardly. 

Ego-exhausting factors, such as fatigue, hunger, pain, sensory 
overstimulation, traumatic identification, Be and expected 
injury and death, tend to undermine the ego from without. At 
the same time, previous neurotic trends and traumata bore from 
within. As the pressure on the ego continues, its inhibitory and 
intellectual functions weaken. Signs of free-floating anxiety, 
confusion, and poor concentration result. The process may go 
on to complete disintegration, as in fugues, stupors, or schizoid 
dissociated states. This loss of ego function appears to be a 
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biological regression to more primitive levels of adaptation. 
Anxiety may subside also by being bound to conversion symp- 
toms, leaving the rest of the ego to function normally. 

In a later publication (2) Grinker states that “in the interval 
before returning to the U.S. war neurosis seems to undergo a 
change of pattern; the newer reactions are engulfed by old 
patterns and the total picture stands out sharply, showing the 
reactions to war to be a repetition of old reactions to previous 
conflicts,” 

Saul (28) ne a theory of acute neurotic reactions to 
cover the highly individual factors as well as the general causes. 
He combined the concept of “specific emotional el 
with the concept of emergency physiologic mobilization for 
fight or flight. The specific vulnerabilities, in addition to the 
various general factors discussed above, such as superego conflicts 
and ego depletion, account for the individual variations in symp- 
tomatology; the psychophysiologic “fight-flight” reaction ac- 
counts for the similarity of the syndromes. 


INCIDENCE 


Acute neurotic reactions are seen also in civilian life following 
catastrophes, such as automobile and train wrecks, mine cave-ins, 
and other accidents. Emotional shocks can produce similar ef- 
fects. As an example Adler (1) has reported a study of survivors 
of the Coconut Grove holocaust in Boston. Here the suddenness of 
the calamity, along with the panic and the fact that large numbers 
were trapped in the blazing café, served to place many in sudden 
danger of death. Many of Gece who became so disturbed emotion- 
ally as to develop neurotic symptoms had escaped unscathed 
physically. The symptoms of most of the survivors subsided in 
a relatively short time, but many were left with residual neuroses. 
The most common memories of the group studied were fear of 
imminent death and of being choked and trampled. 

It is in wartime that the acute neurotic reactions of various 
kinds and degree are seen most profusely, not only at the front, 
but in rear areas and in civilian life. The transformation of the 
individual from his peacetime life into one of war, with all its 
dangers, hardship, and stresses, tends to make unusual demands 
on the ego. 

During the last war (according to statistics compiled by W. C. 
Menninger) (21) 382,000, or 34 per cent, of all the medical 
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disability cases were neuropsychiatric. These occurred in a well- 
screened group. Obvious neurotics and misfits had been rejected. 
Of the 15,000,000 men examined, 1,846,000, or 12 per cent, were 
rejected for neuropsychiatric disorders. These were 38 per cent 
of the total number rejected for all causes. Of the remainder, 
250,000 were later discharged administratively. Furthermore, 
3-7 per cent of all trainees consulted the mental hygiene clinics; 
of this number, only 7 per cent had to be hospitalized. Unknown 
but large numbers consulted division psychiatrists and flight 
surgeons. These needed no further care or hospitalization. 


ErioLosy 


It cannot be too strongly emphasized that the etiology of acute 
reactive conditions is not a matter of the individual’s neurosis, 
latent or otherwise, but of his “fit” (Alexander) or adaptation to 
the particular environment. Ey. “normal” has vulnerabilities 
and may break under stress upon his specifically vulnerable spot. 
Conversely, a severe “neurotic” may adjust very well if his 
neurosis happens to fit the particular stressful situation. Thus 
individuals with frank chronic neuroses, such as compulsives, 
mild paranoids, schizoid personalities, neurotic characters, can 
and did adjust to combat and other situations where the external 
stress did not excite their specific vulnerability. Indeed, certain 
situations were such that a person with a certain kind of neurosis 
could adjust much better than a normal mature individual. For 
example (28): 

Two professional men came into the service together. The one held to 
very high standards and was very adult in all his relationships. He was 
warmly interested in people, very much in love with his wife and chil- 
dren and devoted to his work. When obstacles arose to the accomplish- 
ment of what he deemed right, he invariably sought to overcome them. 
He was a strong, loyal man of high type and unusually mature. 

The other man, although able, was of much easier virtue. Also a family 
man, his eye nevertheless sometimes roved. His interest in his work was 
noticeably overbalanced by his enjoyment of relaxation, and he never 
fought through obstacles or for the maintenance of standards if he could 
possibly avoid the trouble. In the service, as things turned out, both men 
went overseas and were subjected to considerable stress. The former per- 
sisted in his faithfulness to his family, strove to do the job with the utmost 
effectiveness and consideration and refused to compromise on his stand- 
ards. As a result, he missed his family painfully but could not forget them 
with other women, and he had many battles to fight on his job. At the 
end of a year, although he maintained full control and performed effi- 
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ciently, the underlying tension had so mounted that he developed disturb- 
ances of both heart and stomach and had to be evacuated. 

The second man, however, took the easier way. He freely sought refuge 
from the frustrations of his job and personal life in wine, women and 
song—in his duty did no more than was expected of him, while after hours 
he totally forgot his troubles in the pursuit of whatever pleasures were 
available wherever he happened to be. A relatively lazy, irresponsible 
child as compared with the former upstanding, responsible, productive, 
independent man, he nevertheless, through his ability to escape into play, 
avoided enough frustration and gained enough pleasure and surcease to 
continue to function on this level. His ability to regress protected him, 
while the former man, maintaining his high level and unable to regress, 
broke down. 


As indicated by J. Appel (3), it is probably true that every 
individual, if subjected to enough stress, will break down. Also 
many men will endure successive combat campaigns and then 
dale down for other reasons. If the stress is sufficiently intense 
and prolonged, even the strongest will succumb. Some break 
sooner than others. Although there are basic similarities in what 
men feel and can stand, there are individual differences in kind 
and in degree of sensitivity. Everyone has vulnerabilities and 
breaking points. 

It must be remembered that a man who breaks under a specific 
stress would not always do so, had he not been sensitized and his 
controls weakened by other experiences. This point may be 
clarified by the following examples (28): 


A young officer complained of anxiety, irritability, and insomnia after 
3% years of extensive combat duty aboard ship. His symptoms had de- 
veloped suddenly at the termination of his leave as he was preparing to 
return to his ship. 

Actually combat did not unduly upset him. In a way it held the same 
thrill as hunting. True, his emotional tension mounted continually aboard 
ship but not because of fear. Further exploration revealed that one of the 
sources of his increasing stress was being told how and when to get his 
hair cut. This was significant of all the restrictions aboard ship which he 
found eventually to be unbearable—changing his clothes for meals, stand- 
ing inspection in whites after a night of enemy action, and similar in- 
fringements of his personal liberty. 

He could discuss his combat experiences freely and with little discom- 
fort, but even the memory of these minor impairments of his freedom 
enraged him. His resentment increased until, just before returning to his 
ship, he literally trembled with rage. He did not understand this and did 
not realize the intensity of his feelings. He was terrified only by these 
mysterious symptoms. 

To understand this man we must go into his personal history. He was 
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raised in the Canadian Rockies, where he enjoyed freedom beyond the 
realm of that known in urban or even most rural areas. At 13 his parents 
died and he went to live with a rigid restricting aunt, where he found 
conditions intolerable. Instead of giving in to her restrictions, he went off 
to live in a small town where he was well acquainted. He set himself up in 
a small cabin, worked in his spare time and went through high school. 
Self-reliant, and loving the freedom of the mountains, his was the per- 
sonality of the independent frontiersman. It became clear why he could 
face danger and violence coolly but could not stand four years of super- 
vised hair cuts. His sensitivity was restriction. He would not have broken 
under fear alone. In civil life he had similar but milder symptoms. Gen- 
erally good natured, he had a violent temper when his freedom was im- 
paired. Like typical combat fatigue, he suffered with insomnia and night- 
mares, but his dreams were not of battle. Instead, they were repeatedly of 
being “held down” or “fenced in.” 

Another man had his symptoms precipitated when his ship hit a mine. 
Half the crew was killed, and he was hurled 30 feet through the air. His 
anxiety persisted for three months, along with stomach distress and re- 
peated nightmares, in which the scene was almost exactly the same, but 
the screaming of wounded shipmates noticeably worse. 

He came from a poor financial background in which the necessary 
frugal living was a source of distress to him. In high school he was able 
to earn enough to have the things he wanted. He felt more comfortable 
and secure and resigned himself to hard work in order to get what he 
wanted. He thought his father could have been a better provider. 

As the patient talked, it was evident that strong hostile feelings toward 
his father and brother were checked and controlled by a very loving and 
gentle attitude. This latter came from identification with his mother, who 
was a kindly and religious woman. He never had a fist fight, nor was he 
cruel to animals. He could not stand violence or bloodshed of any kind. 

Here we see a young man with considerable repressed hostility which 
had long been inhibited because of love of his parents and careful up- 
bringing. He could not indulge it even in reading or fantasy. In his own 
mind hostility could not be acted out externally but only turned against 
himself. Aroused by combat he could not become aggressive. His violently 
reset emotion went not into hostility for others but into fear for 

imself. 


In spite of the many complications and variations, the etiology of 
the acute reaction seems to boil down to a variety of internal and 
external factors, both physical and psychological (danger, ex- 
posure, disease, separation, anxiety, morale, etc.), which exert 
stresses on the individual and cause (1) general weakening and 
sensitization, (2) reactions resulting from specific emotional vul- 
nerabilities, and (3) weakening and impairment of the powers of 
control over the symptoms. 
Once a person is threatened by increasing pain, frustration, 
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anxiety, and weakening forces of control, he reacts by physio- 
logic and Ber mobilization for fight or flight. This 
manifests itself in the various symptoms and behavior patterns 
common to war neuroses. 


Types or STRESS AND REACTION 


World War II afforded psychiatry an excellent opportunity 
to study the effects of stress and strain on the average person. 
Screened individuals from all walks of life were thrown into the 
common experience of military life and combat. The individual 
reaction to this experience depended, in a large part, upon the 
person’s makeup and the particular kind of stresses to which he 
was subjected. 

Combat was found to be only one of the stresses common in 
breakdowns. It can be a completely dissimilar experience under 
different conditions. A man who has been on a ship doing routine 
patrol, out many months without touching port, may find occa- 
sional action to be a relief from tension and boredom. On the 
other hand, combat can also loom horribly, and in time everyone, 
no matter how strong, will crack. 

War affects men differently. It stirs up repressed tendencies 
which previously exerted some influence on a man’s emotional 
life but by no means necessarily caused neurotic reactions. These 
tendencies become intensified by the stresses of war, and ade- 
quate control is lost or weakened. Irritability becomes belliger- 
ency; mild anxiety dreams become nightmares; accustomed ten- 
sion becomes unbearable anxiety with startle reaction; the latent 
predisposition or vulnerability becomes a full-blown neurosis. 

It is a matter, as we have said, of adaptation. Many very neu- 
rotic persons adjusted themselves adequately to the stress of war 
because their neuroses fitted the situation. A relatively normal 
person may succumb to neurotic illness if he finds himself unable 
to adapt to a particular situation. Instances of men performing 
heroically under tolerant officers and later breaking down under 
rigid discipline in the rear area are numerous. 

Stresses other than those resulting from (1) combat can be 
roughly grouped as those arising from (2) the service itself, such 
as discipline, isolation, inferior assignments, and lack of recog- 
nition; (3) relations to family, such as worries about finances, 
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marital faithfulness, illness, etc.; and (4) other relationships as to 
career, friends, etc. 

In general, men whose emotional problems arise from aggres- 
sion, guilt, and anxiety are more susceptible to breakdowns pre- 
cipitated by combat or other forms of violence. One who severe- 
ly inhibits his hostility is likely to have more fear and anxiety 
than those who accept freer expression of hostility. On the other 
hand, some individuals with too free hostility became murder- 
ously hostile and developed acute anxiety when their forces of 
control weakened. 

The Achilles’ heel of guilt was often seen by military psychia- 
trists, and frequently it was noted that the amount of guilt feel- 
ings was all out are proportion to the reality involved. Closer 
study often revealed that this self-blame (manifested by guilt) 
was because of wishes rather than deeds. For example, the death 
of a buddy in combat sometimes was followed by more than the 
usual amount of depression. The feeling tone often became one 
of extreme guilt, self-condemnation, and blame. Investigation 
frequently revealed that the accidental death of the buddy had 
gratified unconscious death wishes toward him. 

Thus external stress acting upon the internal makeup and 
current emotional state of the individual can precipitate a neu- 
rotic reaction. The final appearance of the Benne is further 
dependent upon the man’s forces of control and his ability to 
cope with the reaction. 

This can be summarized in the following outline which is by 
no means complete: 


I. The intensity of the reaction is determined by: 
A. External factors 
1. Various stresses and combinations of stresses, such as 
loss of a buddy, decimation of a unit, severe damage 
to a ship 
2. The suddenness, violence, and duration of the situ- 
ation 
3. Inability to express excitement by activity 
B. Internal factors (including current emotional state) 
1. Primitive instinctual impulses, such as excessive de- 
pendence or hostility 
2. Rigid superego, causing excessive guilt and fear of 
hostili 


152 Dynamic Psychiatry 


3. Weakness of the ego, with consequent lack of inde- 
pendence, self-reliance, and self-confidence 
II. The strength of the forces of control and the individual’s 
ability to cope with the reactions are determined by: 
A. His internal makeup, such as his adaptability, strength 
of ego, and tolerance for anxiety and hostility 
B. External factors, such as physical hardship, boredom, 
training, and indefiniteness; ec factors, such as 
understanding the reason for fighting, quality of leader- 
ship, relations with his outfit 
III. Secondary reactions 
Once symptoms begin to develop, the individual re- 
actions are diverse—from minimizing the situation and 
hiding to complete surrender and even exaggeration 


SYMPTOMS 

As with other disease processes, there may be an incubation 
period for emotional disorders. But, unlike certain of the acute 
infections, there is no specific time interval between exposure to 
stress and the development of symptoms. It depends upon the 
person’s makeup and current physical and emotional state, upon 
the kind, amount, and duration of the stresses, and upon the 
outlook for the future. 

The symptoms of the acute neurotic reactions are of two 
kinds. There are those which seem to be basic to the condition 
and which occur in combination in practically every case. In 
addition, any individual may have any other symptoms known to 
psychiatry. Most writers (6, 17, 22, 25) agree that the basic con- 
stellation of symptoms is as follows: (1) anxiety, (2) irritability 
and belligerency, (3) easy fatigability, (4) startle reaction, (5) 
insomnia and repetitive nightmares, and (6) difficulty in concen- 
trating. In addition to this constellation, any individual is likely to 
show vegetative disturbances, depression, paranoid trends, com- 
pulsiveness, schizoid reactions, and any other symptoms which he 
is accustomed to developing under stress of any sort. 

The typical picture seen in the last war is a fighting man re- 
cently oie’ from combat or the front areas. His features are 
distorted with fear and wan with fatigue. His normal co-ordi- 
nation is troubled with gross tremors, and excessive perspiration 
dampens his body. Even in the quiet of the rear area, his biologic 
mobilization for fight or flight remains, He overreacts to ordi- 
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nary noises; a low-flying commercial plane sends him into a 
frenzied dive for shelter. The sudden ringing of a telephone may 
send him leaping out of his seat, followed by hysterical crying 
and extreme rage at himself for such an emotional display. He is 
alternately passive and clinging and equally aggressive and com- 
bative on slight irritation. War movies and usual civilian noises 
send him into a panic, so that he becomes seclusive and prefers to 
remain in the ward rather than take part in the rehabilitation 
program. Night becomes a time of terror, when every shadow 
threatens danger. Even the escape into sleep is hampered by in- 
somnia, or, when sleep does come, it ends with nightmares of his 
horrible experiences. His waking hours are further plagued by 
tension, indecision, difficulty in concentrating, headaches, gastro- 
intestinal disturbances, dizzy spells, and other psychosomatic 
disturbances. 


Dynamics or SYMPTOM FORMATION 


Under stress every person reacts, as does every animal organ- 
ism, with physiologic and psychologic mobilization for fight or 
flight. This may be felt subjectively as anger and/or fear. The 
fight impulses are manifested outwardly by irritability and bel- 
ligerency. When they are repressed, they papy always gen- 
erate anxiety and flight reactions, with all kinds of subsequent 
psychologic and somatic symptoms. These may include anxiety, 
paranoid trends, nightmares, cardiac palpitation, gastrointestinal 
disturbances, and numerous other physiologic disorders. When 
the flight impulses are expressed outwardly, they may become 
manifest in actual blind fleeing from the trauma or more uncon- 
scious and face-saving flight, such as malingering. When re- 
pressed, they may motivate misbehavior, produce physiologic 
symptoms designed for escape, or they may find expression in 
physiologic and psychologic regression to childish and infantile 
reactions. This may be expressed in eating disorders, enuresis, 
speech disturbances, motor inco-ordination, evasion of responsi- 
bility, and increase in a Se demands. 

Thus drives to fight and to flight, aggressive and regressive, 
may combine to produce any variety of impulses and tensions to 
reactivate childhood patterns and cause neurotic symptoms. 
Every neurosis, and possibly every neurotic symptom, is moti- 
vated in part by a combination of fight and flight impulses in 
various proportions. Long ago Freud stated that some day our 
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sychologic understanding would rest on a physiologic basis. 
The understanding of hostile aggression and regression and their 
interplay is aided by the recognition of the physiology and biolo- 
gy of the fight-flight reaction (5, 31). 

The basic constellation of symptoms appears to be a manifesta- 
tion of the biologic fight-flight reaction, which is a mechanism 
common to all people and seen in one form or another through- 
out the animal kingdom (27). The differences are explained by the 
various individual ways of handling these reactions. These ways 
are the result of each individual’s particular, highly personal 
endowment, training, and experience. 

The study of war neuroses has contributed to a clearer under- 
standing of the acute neurotic reactions and of the nature of 
neurosis in general. From it we can conclude that, if the emo- 
tional development of the individual is relatively complete, then 
his adaptability is high, his regressive tendencies are low, and his 
vulnerability is minimal. Susceptibility to neurosis thus appears 
to be a disturbance in the emotional development which causes 
specific vulnerabilities to stress and impairment of adaptability. 

For a dynamic interpretation of his symptoms and as a basis 
for successful treatment, it is necesary to have an understanding 
of the man’s personality and his emotional vulnerabilities, com- 
bined with the form and degree of regression, along with his 
characteristic methods of defense. 


GENERAL FORMULATION 


An individual’s adjustment is the result of his personality 
makeup interacting with his environment. 

1, His makeup depends upon his heredity and congenital en- 
dowment interacting with the training, experience, and emotion- 
al influences to which he is subjected, particularly during the 
earliest years of childhood. 

2. Every individual has certain special strengths and weak- 
nesses in his emotional makeup. 

3. These depend in large part upon how fully he matures 
emotionally. 

4. His adjustment in any given situation depends upon how 
well his particular makeup fits the particular situation. If the 
situation fits, then an infantile or neurotic personality may adjust 
to it better than a mature one. 

5. Breakdown can be caused by internal stresses (conflicts) or 
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by external ones. This chapter is concerned only with the latter, 
that is, the acute reactive neuroses. 

6. When the person’s makeup does not fit a given situation, 
the stresses of the environment generate tensions. The stresses 
may be general, such as overexertion and consequent fatigue; 
but in most cases breakdown can be understood only in terms of 
specific stresses acting in certain ways upon the personality 
makeup. Every individual has specific emotional vulnerabilities, 
and in most cases symptoms develop when particular stresses 
bear upon these. 

7. Under this pressure the organism reacts to the threat with 
the basic biologie emergency mobilization for fight or flight. 
Usually, neither direct fight nor flight is possible, nor is either 
one a solution of the intolerable situation. Tendencies to fight 
and to flee must then be repressed, and they then interact to 
cause symptoms. The tendency to fight generally brings about 
powerful conscience reactions, with guilt and anxiety. 

8. Psychologic regression is one form of flight. The combi- 
nation of repressed impulses to fight and to flee, along with the 
conscience reaction and regression, give the ie picture of 
combat or operational fatigue—anxiety, irrital ility, startle re- 
action, catastrophic nightmares, fatigability, and a variety of 
other psychologic and somatic symptoms. 

9. The individual struggles consciously to control his reaction 
(ego control). 

10. The strength of the control depends upon various general 
factors, such as fatigue, and upon various specific factors, both 
internal and external. 

11. As the force of the reaction exceeds the ego’s capacities 
for control, anxiety mounts, and the symptoms are intensified. 

12. Whatever the original stresses and causes of the symp- 
toms, once they are developed, the individual can react to them 
in different ways. He can continue to fight against them, or he 
can try to exploit them for certain purposes, such as sympathy, 
escape, or compensation. This is called “secondary gain.” 


SEQUELAE 
Probably the most important complication of the acute neu- 


rotic reaction is “secondary gain”: a fancied or real reward for 
perpetuating the illness. Theoretically, one would expect a 


group of symptoms precipitated by a specific stress to subside, 
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once the stress had ceased to exist. But in every illness there is a 
tendency to exploit it for ulterior purposes to justify dependence 
on others, tyrannizing over them, and so on. Commonly this is to 
secure compensation. This wish is not usually a primary cause of 
the illness but a secondary utilization of it. It can be a very pow- 
erful motivation, however, and a long-lasting one, as is only too 
well known to the Veterans Administration and insurance com- 
panies, as well as to others. The secondary gain can prolong a 
psychologic regression from which the individual may never 
recover. This must be sharply distinguished from neurotic symp- 
toms which persist for the primary reason that a man’s balance 
of en ee has been upset and equilibrium never re- 
gained—for example, where so much hostility or guilt has been 
aroused that they are not again adequately repressed. 


D1Acnosis 


Usually there is no difficulty in the diagnosis of the acute 
neurotic reaction. One can see the stress and the individual’s 
reaction to it. Sometimes, however, it may not be simply an 
acute reaction but a reactivation of a latent psychosis brought on 
by the stress. Usually, careful observation and the working-out 
of the major dynamics will reveal the true condition. 

It is necessary to work out, so far as possible, the full dynam- 
ics—the patient’s personality structure and major psychodynam- 
ics as they were prior to the stress and the effects of the stress 
upon these, It is then often found that the obvious and apparent 
stress was by no means the one that caused the break, but rather 
something quite unexpected. For example, classical war neuroses 
were sometimes precipitated in returning combat veterans without 
previous symptomatology, when they discovered evidence of infi- 
delity, heard of the wifes pregnancy, family and financial diffi- 
culties, death of a relative or friend, and other disturbing situations. 

It is well to watch for a concurrence of organic disease and 
psychological difficulties. Frequently, a wound was accepted 
with equanimity because it served as an escape from the immedi- 
ate stress of combat. Soldiers were known to hope and pray 
secretly for a wound which would serve to initiate evacuation 
without loss of face. Malaria and other diseases also acted simi- 
larly and no doubt helped materially to decrease the number of 
psychiatric casualties by giving a rest from stress before the 
controls of the individual were weakened. 
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The syndrome “blast concussion” (20) underwent a period of 
ponies in the Pacific, like “shell shock” in World War I, 
before it was recognized to be largely psychogenic in origin. 
Fighting men, subjected to a near-by blast, suffered a short period 
of unconsciousness and, upon reviving, found their controls to be 
almost completely lost. The symptoms varied from regression to 
infantile helplessness (flight) to maniacal outbursts of com letel 
undirected rage (fight). After a few days the patient wold pee 
denly “awake” with a complete amnesia for all his dissociated 
behavior. Investigation with sodium amytal or hypnosis usually 
revealed the amnesia to be psychogenic and the process an acute 
neurotic reaction (traumatic neurosis) having the same dynamics 
as discussed above. 

An invaluable instrument for diagnosis is dream interpretation, 
The dream is “the royal road to the unconscious” (9) and usual- 
ly leads directly to the central theme of the acute neurotic 
reaction. Accurate dream interpretation, however, requires a 
knowledge of dynamics and special training. 


DreaMs 


In acute neurotic reactions the dreams are typically repetitive 
catastrophic nightmares, which represent the traumatic scene. 
In war, with so many traumatic einer eae the repetitive scene 
is usually the one that precipitated the breakdown. The night- 
mares show the fixation to the trauma and the individual's at- 
tempt to digest it. These dreams, which may persist indefinitely, 
are analyzable in exactly the same fashion as any other dreams. 

A common feature is violence usually directed against the 
individual but also very often or regularly against others. This 
violence, upon analysis, is always found to spring from the man 
himself. It is usually the expression in his dreams of his attempted 
defense by fight or flight. Often it represents mobilized hostility. 
It usually shows a conscience reaction aroused by the trauma. 
For example, a 21-month-old child was painfully injured on the 
leg by a falling object. That night he apparently had nightmares 
whenever he fell asleep. His serene features would become dis- 
torted with fear, and his arms and legs would flex. Wakened by 
the pain from the movement of the injured limb, he would im- 
mediately slap his father, who was trying to comfort him. One 
could suspect that the child was reliving the trauma ea 
in an attempt to digest it. However, his aggressive behavior on 
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awakening is suggestive of a mobilized fight reaction as a conse- 
quence of the trauma. 

Persistence of traumatic neuroses and of the nightmares signi- 
fies a failure of psychological digestion—a failure of adaptation. 
The reason for this failure to overcome trauma can usually be 
found from the dream itself in the following way: Although the 
nightmare typically represents the traumatic scene with great 
accuracy, yet some detail is usually altered. Why the individual 
alters this detail nearly always gives the clue to his emotional 
vulnerabilities and to what keeps the neurotic reaction going. 

For example (28), an anxious Marine, exhausted, underweight, 
and jaundiced by many attacks of malaria, had become too tense 
to carry on. He had extensive combat service and gave a good 
account of himself in hand-to-hand fighting. In telling his life- 
story he revealed nothing which cast much light on the severity 
of his condition. He had a repetitive nightmare. He was in a fox- 
hole, and the enemy were coming at him. He reached for his 
rifle, but it was gone. He reached for his revolver; it was gone. 
He reached for his knife, but it, too, was missing. He was in a 
panic because he had nothing to fight with. 

The dream repeated a battle scene exactly, except for the 
detail that the patient in reality never was caught without a 
weapon. The central theme of the dream is being attacked and 
not having weapons with which to fight. When asked to talk 
about this detail which differed from the reality, he revealed 
further facts about himself. In school he was a fine athlete. He 
had an athletic scholarship to a large university and an offer from 
a big-league baseball club. His heart was set on an athletic career, 
and now all his hopes were dashed by malaria. Twenty-five 
pounds underweight, periodically racked by chills and fever, he 
saw his career shattered. Without his athletic prowess he felt 
defenseless, and now he was reminded of the dream. He started 
with sudden emotion. With a burst of insight, he saw that in the 
dream, while asleep and off-guard, he had repeated the anxiety 
which tormented him now. As he slept and felt anxiety, rather 
than facing its true source, in his shattered health, career, and 
security, he attached it to past danger, which was no longer real. 

Another Marine (28) with typical combat fatigue symptoms 
dreamed repeatedly of making a landing where a large number 
of his companions were killed, including two buddies. The 
dream ended with the patient himself being caught in machine- 
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gun fire. Except for this ending, the dream repeated in minute 
detail the invasion scene, which, in reality, lef the patient un- 
scathed. By dreaming of being caught in machine-gun fire, this 
man made the scene even more terrible than the reality. A dream 
of killing and being killed is certainly likely to represent hostile 
feelings toward those who are killed, and guilt can be so great 
that one feels that he deserves to be killed in turn. The patient 
admitted that, in reality, he did wish to be killed himself, and 
the reason for this was that he felt so terrible about his dead 
buddies. 

Further investigation revealed that the patient had never been 
at ease in his relations with people as a result of early maternal 
overprotection and impaired masculine freedom and security. 
Because of feelings of insecurity about his background, he felt 
uneasy and not accepted by the above-average people with 
whom he desired to associate. The same pattern carried over into 
military service, where he did not achieve the romotions he 
desired, He felt inferior to his buddies. This heightened his 
resentment, and he developed an intense underlying Merle 
toward his friends which he kept concealed even from himse 
because of his need for recognition by them. When the buddies 
were killed, this satisfied his unconscious hostility toward them. 
However, the unconscious guilt over this was overwhelming 
and precipitated his breakdown. 

The endings of dreams are of special importance. The dream 
is an expression of the dreamer’s feelings. Because the feelings 
are conflictful, the scenes are usually distorted. The ending of 
the dream tells something of the outcome of the patient’s con- 
flicting feelings and the kind of solution he seeks for his emo- 
tional problems. 


ProGnosis 


The prognosis in the acute reactive neuroses is dependent on 
the following factors: (1) the previous emotional makeup, (2) 
degree of disruption of the balance of emotional forces, (3) ex- 
tent of the regression, (4) promptness and adequacy of treat- 
ment, (5) secondary gain, and (6) present life-situation and future 


rospects. 
H The personality structure of the individual, with his aggres- 
sions, guilt, dependency, narcissistic needs, and other instinctual 
demands, and how he bandles them in relating to reality contain 
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the essence of the neurotic predisposition. The closer the indi- 
vidual was to emotional maturity prior to his illness, the better is 
his prognosis with rapid and accurate treatment. Individuals with 
low adaptability, marked regressive tendencies, and many vulner- 
abilities have, on the other hand, a relatively poor prognosis. 
The man with marked passive-dependent needs who finds grati- 
fication in his illness has little stimulus to get well. Even he often 
gets a therapeutic push from the hurt masculine pride which 
rebels at the dependency. 

ta ag people who have been able to emancipate them- 
selves from dependency on the parents and to establish a mature 
independent existence will regress to childhood dependence un- 
der stress. The extent of this prenion is prognostically impor- 
tant. It depends on the. force of the trauma, the stability of his 
maturity, and, again, the gratification found in the regression. 
Long years of childhood leave a taste for carefree dependence in 
all of us. If a person, new to the pleasures of independence, is 
traumatically forced into a regression, he may never again find 
the confidence to leave the security of his reawakened childhood 
patterns. 

The rapidity with which accurate treatment is instituted is 
also important prognostically. Men often failed to seek help 
because of the hurt pride involved in having a psychiatric dis- 
ability and carried on in spite of severe subjective suffering. 
Finally, as the process progressed and they became less and less 
effective, they were turned in by their superiors. Many of these 
were found to be quite refractory to any psychotherapy. Also, 
the slowness of evacuation or the large number of casualties 
because of military exigencies often allowed weeks to go by 
before skilled psychiatric help was available. By that time the 
complications of secondary gain had set in, and this handicapped 
any short-term therapy. The shortage of skilled psychiatrists in 
the last war was another major factor in preventing rapid, accu- 
rate treatment of the acute neurotic reactions. These factors, plus 
many others, served to allow and to encourage regressions in 
these reactions. The delay in treatment allowed both conscious 
and unconscious recognition of the secondary gain involved and 
precluded any real desire on the part of the man to get well, lest 
he be returned to the precipitating trauma. 
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PROPHYLAXIS 


An excellent study by Appel and Beebe (3) involving an 
epidemiologic approach to prevention of the acute neurotic 
reactions was incorporated into the Army procedure prior to 
termination of the war in Europe. The senior author made a first- 
hand study of bak casualties in Europe and concluded 
that practically all men in rifle battalions who are not otherwise 
disabled ultimately become psychiatric casualties. The average 
point at which the break came was from 200 to 240 aggregate 
combat days. The study indicated that a man reached his effec- 
tive peak in go days and suffered a gradual fall of efficiency from 
then on. 

It was believed that proper incentive was an important pro- 
phylactic measure, and specific measures were recommended to 
encourage proper motivation. It was suggested that a specific 
limit be set to the number of combat days, that more appropriate 
awards for achievement be given, that the method of evacuation 
screening be improved so that men still able to perform in com- 
bat would not be lost through evacuation and that the replace- 
ment system be improved so that only men trained for combat’ 
be sent in as replacements. Further suggestions included morale 
and emotional training, with added emphasis on independent 
thinking under combat situations. The importance of adequate 
leadership was also emphasized, especially along lines of proper 
maturity and attitudes, of the leaders. si 

The authors state that psychiatric casualties represented the 
result of particularly heavy enemy opposition, incompetent unit 
commanders, deficiencies in supply, improper training, and 
untoward morale influences. Similar conclusions were reached 
by other psychiatrists who were concerned with these prob- 
lems (14). Long-range prophylaxis can aim to develop a nation of 
individuals with high ada tability, low regressive tendencies, and 
a minimum of emotional vulnerabilities. This can be achieved 
through the proper rearing of children emotionally so that they 
reach full emotional maturity. 


TREATMENT 


The basis of treatment of these conditions is the same as for 
any neurotic condition. This can be expressed in three words— 
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understand the person. This means that one must understand the 
patient’s emotional makeup, the stresses acting upon it, and his 
reactions to these stresses. With these understood, a therapeutic 
plan can be outlined. 

The treatment of the acute neurotic reaction depends on the 
stage in which it is first observed and the nature and intensity of 
the reaction. The procedure of Grinker and Spiegel (13) was first 
to removethe patient from the immediate battle area. Then sodium 
amytal was administered, under which the patient relived with 
intense emotion the traumatic events. This time, however, it was 
only in fantasy, as he was actually in a safe place and, most im- 
portant of all, he had the support and understanding of the physi- 
cian. Interpretation was used where it was indicated. These 
authors used narcosynthesis as an adjunct, their treatment being 
based on psychodynamic understanding. 

In the subacute stage, treatment depends chiefly upon judi- 
cious insight therapy. Interpretation, however, must be accurate. 
This means understanding, so far as possible, the patient’s emo- 
tional makeup, his vulnerable points, and the effects of trauma on 
these. The core of the emotional dynamics must be hit, since the 
main therapeutic objective is to help the man to understand his 
problem and to help himself. 

Dramatic effects can often be achieved in one to three inter- 
views. The insight gained continues to operate for many months 
to come. A man’s progress may even continue beyond his pre- 
illness adjustment. If the central theme is clearly delineated, 
then this insight may be enough to start him on his way out. 

The therapeutic effect is largely due to the fact that a myste- 
rious affliction is suddenly turned into an understandable prob- 
lem. The terror of an unknown illness with the stigma “mental,” 
“NP,” or “psycho” turns into an understandable emotional prob- 
lem that can be dealt with. The patient sees a solution if he will 
shift his emotional attitudes. He uses this insight for weeks and 
months thereafter. This can be supported by infrequent short 
interviews in the ensuing months. This “working-through” 
period is important. The insight gained must be worked over, in 
order to be consolidated, to insure the gains in the shift toward 
maturity in attitudes and eo, adjustment to life. 

It would seem that the longer the neurotic reaction persists, 
the closer it comes to expressing current typical neurotic prob- 
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lems. The treatment then approximates the usual psychothera- 
peutic handling. 

A great variety of accessory methods of treatment has been 
tried. Reference has been made to the use of dummies for the 
abreaction of rage (17). Prolonged sleep, electric shock, group 
psychotherapy, repeated sodium amytal interviews, insulin sub- 
shock, supportive therapy with rest, quiet, and diversion have all 
been used (for detailed discussion see Grinker and Spiegel, 10). 
Many of these are of great help in individual cases. Fundamental- 
ly, however, it is a neurotic reaction which is being treated, and 
the same basic type of accurate understanding and psychological 
treatment is required as for any other neurotic condition. 


BIBLIOGRAPHY 


1. ADLER, ALEXANDRA. “Neuropsychiatric Complications in Victims of 
Boston’s Coconut Grove Disaster,” J.A.M.A., 123:1098, 1943. 

2, ALEXANDER, F.; French, T. M.; et al. Psychoanalytic Therapy (New 
York: Ronald Press Co., 1946). 

3. APPEL, Jonn, and Breese, G. W. “Preventive Psychiatry: An Epi- 
demiologic Approach,” J.A.M.A., 131:1469, 1946. 

4. APPEL, K., and STRECKER, E. Psychiatry in Modern Warfare (New 
York: Macmillan Co., 1945). 

5. Cannon, W. B. Bodily Changes in Pain, Hunger, Fear, and Rage 
(New York: Appleton-Century, 1929). 

6. Dunn, W. H. “War Neuroses,” Psychol. Bull., 38:497, 1941. 

7. French, T. M. “Insight and Distortion in Dreams,” Internat. J. Psy- 
cho-Analysis, 20:287, 1939. 

8. Freu, S. Beyond the Pleasure Principle (London: Hogarth Press, 
1922). 

9. Ken) S. A General Introduction to Psychoanalysis (Garden City, 
N.Y.: Garden City Publishing Co., 1943). 

10. Freup, S. Group Psychology and Analysis of the Ego (London: 
Hogarth Press, 1922). 

11, Freup, S.; Ferenczi, S.; ABRAHAM, K.; and Jones, E. Psychoanalysis 
and the War Neuroses (Vienna: Vienna International Psychoanalytic 
Press, 1921). 

12. Greger R. R., and Sprecet, J. P. Men under Stress (Philadelphia: 
Blakiston Co., 1945). 

13. Grinker, R. R., and Sprecet, J. P. War Neuroses in North Africa 
(New York: Josiah Macy, Jr., Foundation, 1943). 

14. Hanson, F. R. (ed.). Combat Psychiatry (Bulletin of the U.S. Army 
Medical Department, November, 1949). 

15. Hasrıncs, D. W.; Wricxt, D. G.; and Grueck, B. C. Psychiatric 
Experiences of the Eighth Air Force (New York: Josiah Macy, Jr., 
Foundation, 1944). 


kd 


164 wat a Dynamic Psychiatry 


16. 


Herata, R. G., and Powpermarer, F. “The Use of Ergotamine Tar- 
trate as a Remedy for ‘Battle Reaction, ” J.A.M.A., 125:111, 1944. 


. Jaskın, M: “Psychodynamic Aspects of the War Neuroses,” Psy- 


chiatry, 4:97, 1941. 


Ps OLS Kae 
. Jones, E. “War Shock and Freud’s Theory of the Neurosis,” Proc. 


Roy. Soc. Med., 1918. 


. Karprer, A. “The Neuroses of War,” War Medicine, Vol. 1 (March, 


1941). 


. Lyons, J. W: “The Blast Concussion Syndrome,” Pacific Fleet M. 


News, December, 1944. 


. Mennincer, W. C. “Facts and Statistics of Significance for Psychia- 


try,” Bull Menninger Clin., 12:1, 1948. 
Murer, E., et al. The Neuroses in War (London and New York: 
Macmillan Co., 1940) 


. Murray, J. M. “Psychiatrie Aspects of Aviation Medicine,” Psy- 


chiatry, 7:1, 1944. 


. Rano, S. “Pathodynamics and Treatment of Traumatic War Neu- 
» roses,” Psychosom. Med., 4:362, 1942. 


. Rates, G. N., and Kors, L. C. “Combat Fatigue and War Neurosis,” 


U.S. Nav. M. Bull., 41:923 and 1299, 1943. 


. SARGENT, W., and Starter, E. “Acute War Neuroses,” Lancet, 2:1, 


1940. 
. Saut, L. J. Bases of Human Behavior (Philadelphia: J. B. Lippincott 


Co., 1951). F 


` Saur, L. J. Emotional Maturity (Philadelphia: J. B. Lippincott Co., 


1947): 


. Savr, L. J. “Psychological Factors in Combat Fatigue, with Special 


Reference to Hostility and the Nightmares,” Psychosom. Med., 7:257, 
1945. 


. Schwartz, L. A. “Group Psychotherapy in the War Neuroses,” Am. 


J. Psychiat., 101:498, 1945. 


. Serye, H. “The General Adaptation Syndrome,” in Textbook of 


Endocrinology (Montreal, Canada: Acta Endocrinologica, Inc., 1949). 


. Sımmer, E. “War Neuroses,” Calcutta M.J., 43:269, 1946. 


we 


VII 


EMOTIONAL DISORDERS OF CHILDHOOD 
MARGARET W, GERARD, Px.D., M.D. 


problems and their treatment would require at least a 

volume. In this chapter an attempt will be made only to 
point out the more important general principles in respect to the 
kind, the cause, and the treatment o. childhood problems. It is 
hoped that the information presented here will be sufficient tov 
stimulate readers to follow through the sources of our knowledge 
of emotional disorders of children in the literature now available 
on this subject (see references at the end of the chapter). A 


N ADEQUATE description and analysis of childhood 


Historicat Nores 


Just as psychoanalysis developed a dynamic approach to the ` 
study of psychic disorders in adults, so it stimulated a similar 
change in the study of disorders in children. Previously, child- 


hood problems were thought to be caused by constitutional devi- 


ations, about which little more than diagnosis could be accom- 
plished. The discovery of Breuer and Freud (21) that, in the 
adult hysterical neurosis, the symptoms stemmed from reactions | 
to previous experiences stimulated a re-evaluation of the causes 
of childhood neuroses and behavior disorders, since they, too, are 
related to environment and experiences. 

In the same way, Freud’s recognition that the adult personality 
represented a stage in a developmental continuum inevitably 
focused the attention of investigators upon the various stages of 
childhood in the search for the anlage of personality characteris- 
tics or difficulties. As Freud had related adult problems to various 
sexual experiences in childhood, the early psychoanalysts of chil- 
dren tended to interpret child problems only in terms of the sex- 
ual causes found in allied adult neurosis. Much valuable informa- 
tion concerning childhood sexuality was thus unearthed, which | 
gave evidence that children did pass through various stages in 
which pleasurable experience had erotic elements and was fo- ~ 
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_ cused in oral, anal, and genital areas. The importance of the geni- 


tal problems of the oedipal period was emphasized in the investi- 
gation of childhood neuroses (59), just as Freud’s early investi- 
gations of adult neuroses were focused on the causative role of 
sexual difficulties of the oedipal eriod. 

Anna Freud offered the stimulus to investigators in Vienna to 
analyze the symptoms of children by means of a modified tech- 
nique, which she used and taught (37). Concomitantly, Melanie 
Klein (67) in Berlin developed a method for the treatment of 


‘childhood disorders based upon analytic theory but quite dif- 


ferent from that of Anna Freud. Klein’s method involved hypo- 
thetical interpretation of the child’s play activity as symbolic ex- 
pression of inner conflicts, whereas A. Freud’s method approxi- 


_ mated more closely the more empirical method of adult analysis, 


in which one interpreted the meaning of an act or a fantasy only 
after it had been made clear through further information. ‘This 
information, gained in adult analysis through “free association,” 
was collected in child analysis through play, conversation, fan- 
tasy, etc., since the child cannot and vi not associate freely in 
the same way as an adult) Because of the difference in the two 
methods, the Vienna school has produced more information con- 
cerning psychic development, which one can check in observing 
children and from which one can understand the causes of symp- 
toms and of deviate activities of children of various ages.* 

From the stimulus of the work of both schools, the child- 
‘guidance movement in this country flourished and has adapted 
the methods of investigation and treatment to the clinic setting. 
The child-guidance clinics, in turn, helped to influence educa- 


tion, pediatrics, and parental upbringing of children, so that, al- ` 


though child psychoanalysis was initiated in Europe, American 
child psychiatry and child care are at the present time thoroughly 
infiltrated with psychoanalytic knowledge. 
Although most of our knowledge has been gleaned from the 
study inva treatment situation of children of various ages and 


1. Melanie Klein has produced theories of development which deviate marked- 


‘ly in major points from those which are generally accepted and which are based 


upon collected evidence (56). Klein’s theories hypothecate the occurrence of 
certain psychic phenomena in the early months of a child’s life. There are no 
methods as ye to confirm or disprove these hypotheses, but one may hope the 
future will bring forth evidence to determine whether or not they are valid. 
In the meantime, the present chapter will omit discussion of her theories and 
thus ayoid confusion. € P 
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with various problems by psychoanalytically trained therapists, 
in recent years various studies involving observation of infants 
and older children in their everyday activities have added much 
information to previous knowledge and have modified concepts 
which had been formulated by the recapitulation from memories 
of the early years of older children and of adults (3, 38, 39, 47, 
61, 84, 89). These studies have been particularly valuable in 
elaborating our accurate knowledge of the environmental and 


constitutional influences which are responsible for the child’s . 


choice of methods of adjustment (ego mechanisms) to the vari- 
ety of life-problems which he must solve at various stages in his 
development. The kind and quality of these early problems and 
the early methods of their solution form the Soda doer for the 


beginning of childhood psychic difficulties and determine in part | 


the constellation of adult character and its aberrations. In other 
words, studies of the child have aided in explaining the child and 
also in explaining the adult: the reverse of the original situation 
in which the child was described and explained by information 
gained through the childhood traces found in the adult. Both 
methods have yielded valuable results and check each other for 
accuracy in timing developmental events and in evaluating the 
importance in character formation of the quality and quantity of 
any one experience or of any one constitutional factor. — i 


ErioLocy 


When we speak of psychic disorders in childhood, be they 
classified as behavior problems, neuroses, or autonomic symptoms, 
we are concerned in general with the disorders in adaptation to 
the environment in which the child finds himself. For this reason, 
some behavior may be considered abnormal in one environment 
and not in another. Anthropological studies have exposed these 
differences as they occur from one culture to another. Similar 
differences occur within a culture from one social group to an- 
other and are superficially evident in differences in manners, sex- 
ual behavior, and so forth. In even greater, degree, differences 


occur from one age to another. What may be a serious symptom,’ 
‘in an adult may represent normal behavior for a two-year-old 


and only questionable behavior for a five-year-old, as, for exam- 
ple, nocturnal bed wetting, temper outbursts when thwarted, 
fantastic lying, genital exposure. It is obvious that consideration 
of a disorder must always be undertaken in view of the expected 


‘ 


_ vironmental expectations, and superego 
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or “normal” behavior of a child at the age of occurrence and 
with recognition that environmental demands and expectation 
change with the age of any child. The environment to which the 
child must conform not only varies from child to child but from 
age to age. 

In chapter iv there is a discussion of the role played in person- 
ality development by the conflict between instinctual drives and 
environmental demands, between instinctual drives and superego 
standards, and between -opposing instincts. When methods of 
solving conflicts are et which satisfy instinctual needs, en- 

mans, successful and 
healthy adjustment follows. Symptoms, on the contrary, repre- 
sent methods of solving conflicts which are unsatisfactory, be- 
cause the methods do not sufficiently satisfy either the instinctual 
needs or the rules of social behavior or both. Any disorder, then, , 
1 may be considered as evidence that the process of “structuraliza- 
tion” of the personality has deviated from the “norm” or from 
the expectancy for the particular age, to such an extent that the 
„purpose of adaptation is only partially realized, and thus the 
unctioning of the individual is handicapped. : 
` These deviations are due to a variety of causes, which may 
operate at any or all stages of development. In chapter iv, it is 
pointed out that development occurs as “the interaction between 
the maturational processes and environmental influences.” In the 
discussion of the development and treatment of any abnormal 
"condition, one must consider the role which each element plays 
in its creation. Both the conditions of maturation and the en- 
vironmental situations are changing from time to time. Yet there 
‘are certain relative constants whic form the framework around 
which these changes occur. 


= One of these constants is the constitutional inheritance of the 


child. In 1932, Freud (42, p. 296) stated: “... we are not as yet 
able'to distinguish between what is rigidly fixed by biological 
laws and-what is subject to change or shifting under the influ- 
ence of accidental experience.” And our methods of measure- 
ment are still not sufficiently refined to differentiate accurately 
between a constitutional element in the production of a symp- 
tom and the modification of an inherited factor by environmen- 
tal influences. However, certain basic capacities and defects are 
generally believed to be inherent in the individual’s endowment 


and to influence the direction of developmient. Intellectual capac- 


Emotional Disorders of Childhood 169 


ity—at least taken in extremes of superiority and defect—body- 
build, and talents of special artistic or creative superiority are 
generally accepted as inherited and determined by genetic 
patterns, 

Probably there is also a constitutional variation in an indi- 
vidual’s capacity for ego development. The development of a 
“strong” or well-functioning ego and superego may be partly 
inherent in an innate capacity. In the same way, variations in the 
strength of instinctual drives between one person and another 
may possibly be due to constitutional differences. The strength 
of sexual strivings as well as of aggressive tendencies, then, will 
play an important role in the way in which an individual can or - 
chooses to adjust the expression of these drives to the pressure of 
social demands. 

On the other hand, since so many other factors enter into these 
formulations and since it is impossible to evaluate the constitu- ` 
tional elements involved, practical analysis of symptom forma- 
tion in this chapter will assume that variations in innate ego ca- 
pacity and strength of instinct may be possible, if not probable, but 
are too problematic to discuss dynamically. 3 

Of less constancy than the constitution of an individual are the 
personalities of the child’s mother, father, and other people in 
his environment. Since the mother is usually the most constant 
individual in the child’s life, particularly during the most forma- 
tive years, her personality, her behavior, and her attitudes toward 
the child and in his presence are usually the important influences - 
in the infant’s choice of modes of impulse (instinct) satisfaction. 
In the absence of the mother, the person (or persons) who 
“mothers” or cares for the child’s needs takes over this role. 
Other members of the family or home group come second in 
their influence upon his development. Thus, the family plays the . 
role of interpreting to the developing child the rules which soci- 
ety expects him to obey, and teaches him the ways in which he 
can direct his energy to conform and still gain satisfaction for 
his needs. As each mother’s personality is different from others’, as 
each family’s standards and habits are different, so does each 
child experience social pressure in different ways. 3 

Besides the constitutional and family environmental factors 
which represent continuing influences on personality develop- 
ment, other accidental and less predictable influences also play 
important roles. Traumatic experiences, considered at first by 
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Breuer and Freud as the essential causes of the neuroses, no longer 
hold such prime position in the theories of causation, though they 
are still recognized as significant influences in the development 
and fixation of the pattern for certain neurotic constellations. 
Dynamically, an event becomes traumatic to the child when the 
‘ego is incapable of mastering the suffering and anxiety which the 
experience produces or of resolving the emotional conflicts cre- 
ated by it. This situation occurs either if the ego is weak and the 

_ event overpowering or if there is not sufficient help from paren- 
tal persons in resolving the conflict. Therefore, the younger the 
child and the weaker his capacity for mastery, the more possible 
it will be to traumatize him and the more protection he needs to 
support his inadequacy. 

‘Another factor which may determine the injury to the person- 
ality which a traumatic event may cause is the capacity of the 
event to revive a conflict which was inadequately solved at an 
earlier age. Hartmann (61, p. 15) has stated that the intensity of 
the castration fear in the oedipal phase is in direct proportion to 
the intensity of the oral deprivation felt at weaning. 

As the child becomes older, the ego develops more adequate 
methods of mastering the anxiety produced by conflicts and of 
overcoming suffering. Hence events which could have been de- 
structive to him when younger are no longer disturbing and may 
even aid in the production of adaptive techniques rather than 
symptoms. For example, separation of several days from a loved 
mother will usually cause anxiety and regressive symptoms in a 
one- or two-year-old child but will offer to a child of six or older 
an opportunity to discover that he can master many situations 
from habits which had previously seemed to depend upon the 
mother’s presence. Instead of fear and regression, he gains the 
courage to experiment with new and even better techniques. 

These more or less accidental experiences which may operate 
as traumas to personality development are manifold. They may 
occur as the result of physical illness or bodily injury; of paren- 
tal losses by death or separation; of sibling births or deaths, of 
economic deprivation; of sexual experiences; of stron instinct 
temptations before the child has developed the strength to mas- 
ter them; of school misplacement or rejection; and so on. The 
way in which a child reacts to any trauma is determined by the 
total constellation of constitutional trend, his status of physical 
maturation, his integrative capacity, his previous experiences, 
and the type of trauma. 
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A final factor in the development of any symptom which 
must not be ignored is the influence of other symptoms and their 
causes which have occurred in earlier stages of development and 
remain as facets of the personality constellation. New symptom 
habits which form to meet new problems are superimposed upon 
old habits, the pattern of which remains interwoven with the new. 
Thus new symptoms partake of old symptoms, just as new skills ~ 
are aided or handicapped by old skills or ineptitudes. 

In childhood disorders, as in those of adults, in no instance will 
one cause be found for one neurotic symptom; but acting together 
in the production of neurotic illness are constitutional and en- 
vironmental factors, degree of maturation, and previous symp- 
toms and traumata. 


PROBLEMS OF THE “ORAL” Perion (EARLY INFANCY) 


As was discussed in chapter iv, in each phase of development 
the individual must solve conflicts specific for that phase, such as 
weaning and temporary separation from the mother in the oral 
phase; excretory and motor control in the anal phase; rivalry and 
genital fears in the oedipal phase; and so on. Only when the solu- 
tions are not adequate for self-expression and not satisfactory to 
meet the environmental demands do problems develop which 
cause the internal stress of neuroses or the external conflict of be- 
havior difficulties. Emotional difficulties, therefore, may be dif- 
ferentiated according to age, as more or less inherent in the 
problem solving of each of the ages. 

Investigations in recent years have enriched our knowledge of 
the importance of the early months of life in normal and abnor- 
mal personality development. Studies in the direct observation of 
babies under various conditions have accumulated data correlating 
the reaction of the infant to the type of care, or lack of it, he 
receives, Theoretical conclusions from the findings have added 
greatly to our previous understanding which had been gleaned 
from recapitulation in the psychoanalysis of adults. 

O. Rank (82) emphasized the influence of the traumatic expe- 
rience of birth upon the developing infant. Recently, specula- 
tions concerning the effect of prenatal experiences upon the post- 
natal personality carry the concept of environmental influence 
even further back and offer interesting modifications to our the- 
ories (57). Some confirmation that prenatal effects may occur 
was offered in a study by Sontag (85), in which correlations 
were found between excessive hyperactivity of the newborn 
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(crying, sleeplessness, regurgitation, etc.) and maternal emotion- ; 
al stress during pregnancy, as well as between infant serenity © 


and a normal contented pregnancy. Since it has been shown that 
reactions at each age are dependent in part upon the status of 
personality development which has grown out of reactions to 
previous experiences, these studies suggest that the infant prob- 
ably enters the world with constitutional trends already modi- 
fied by the impingement of the environment upon him while he 
was still in utero. In any case, there is much evidence that occur- 
rences in the early postnatal months are very important in forming 
` the basic patterns of reaction within which all later changes take 
form. It is within the security of the mother-child “symbiosis” 
(11) that the child’s primary narcissism flourishes. Later differ- 
entiation of the concept of self from that of the mother and her 
breast separates love for the mother and breast from love of the 
self, and object love is initiated. When this “symbiotic” security 
_is lacking, various pathological conditions develop. 

Spitz (86) has shown that infants deprived of mothering in 
the early months of life develop a type of behavior which he calls 
“anaclitic depression.” The child is irritable to stimuli of all kinds 
and develops no appropriate responses to different stimuli, be- 
comes emaciated and marasmic. If the condition is not changed 
within the months of the oral phase, Spitz believes the condition 
is irreversible and treatment impossible. Such conclusions need to 
be tested by further studies directed toward adequate therapy of 
the child who has been so deprived, which consists of educative 
and ego-building techniques within the framework of affection- 
ate personal relationship, as described by B. Rank with very dis- 
turbed children (79). However, Spitz’s observations (87, 88) 
have clearly shown how necessary is the relationship to a mother- 
person for the early development of the ego. It is clear that the 
motherless infant, he reports, lacks any signs of adaptive mecha- 
nisms and seems to have lost even the capacity for certain reflex 
adaptation, such as sucking, grabbing, and pushing away. 

Severe disorders in later years have been traced back, in several 
studies, to a pathological condition of these early months. Levy 
(73) and Bender (9) and more recently Bowlby (20) have de- 
scribed children in the latency age and in adolescence with vari- 
ous conduct disorders in which symptoms of extreme narcissism 
with affective “emptiness,” defects in standards, and ego inade- 

» quacy were prominent. These children were reared in institu- 
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‘tions with only routine care and were completely deprived of 
mothering. Y 

B. Rank (80) adds a similar cause for disorganized behavior in 
younger children who, because of severe emotional deprivation, 
show indications of arrest in development such that diffuse ex- 
citability follows any sensory stimulus, For these children, object 
relationship is primitive and associated with the production of 
body sensation, as skin rubbing, rocking, sucking, etc. She has 
been able to relieve these conditions by a therapeutic program in 
which the child is given a relationship to the therapist similar to 
that in very early development and then led forward through the 
various stages as they should normally have been traveled. 

Besides these severe character disorders resulting from mater- 
nal deprivation, recent researches indicate that other severe’ dis- 
orders—psychoses and schizophrenias in particular—and many 
vegetative disorders (5) can usually be traced back to markedly 
pathological parental attitudes, exhibited in excessive neglect, © 
cruelty, and gross inconsistency. However, perhaps in lesser de- 
gree, the farther back our information is carried in the study of 
the neuroses and the behavior problems, the more we find that 
both psychopathological conditions and adequate personality 
characteristics have their roots in the experiences of the first year 
of life and are closely related to the types of maternal behavior 
to which the child is exposed or to the ack, in varying degrees, 
of any mothering. eae Ba 

This is quite understandable when we consider the factors in- 
volved in ego and superego development taken in conjunction 
with the fact of the organism’s tendency toward repetition, » 
which is described as the “repetition compulsion,” “inertia prin- 
ciple,” or “habit formation.” If the infant in the early months 
has no consistent pleasant stimulus from a mother who is tender 
and caressing and if he is not protected adequately by her from 
the pain of hunger, cold, skin irritations, etc., one can easily re- 
late to the deprivation the development of symptoms of narcissis- 
tic withdrawal, poor interpersonal relationship, and inadequate 
social adaptive habits described by Spitz and Bender. In the ab- 
sence of a mother, the child must master his feelings of discom- 
fort alone and satisfy his needs through autistic rather than ob- 
jective activity. Once initiated, these methods become fixed 
through repetition into habits and ego trends, so that each new 
difficulty is met by turning back to one’s self and thus avoiding at 
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each step the learning of new methods of adjustment through 
the help of a trusted person. 

A cruel and inconsistent mother offers a kind of necessity for 
self-sufficiency in an infant. To overcome the pain and anxiety 
resulting from these experiences at the mother’s hand, it is pos- 
sible that the child must avoid the discomfort by denying reality 
and avoiding object contact, at the same time creating in fantasy 
a world closer to “his heart’s content,” which forms the fabric 
out of which schizophrenic delusions may later be formed. Or he 
may localize suffering in a part of his body, the organ cathexis in 
aes op rises disorders; or he may ward off awareness of pain 

y gross defensive motor activity, as in various hostile aggressive 
behavior disorders. The baby is too helpless yet to develop, on 
his own, adequate social habits of countering cruelty or of caring 

` for himself independently. 

In recognition of the importance of a secure, reliable, and 
pint mother-child relationship for the development of a 

ealthy personality, concepts of child rearing have veered from 
the spartan ritualistic routines of the early twentieth century to 
immediate indulgence of the child’s longing for food, for hold- 
ing, for rocking, for sleeping, etc. (3, 84,91). The term “demand 
feeding” is an expression of this trend. If the mother is “mother- 
ly,” showing tenderness and loving gentleness, such attempts to 
save suffering and to foster dependence in the early months of 
life have proved successful for the development of emotionall 
secure and outgoing babies, most of whom settle soon into self- 
imposed routines of feeding and sleeping. If demands are then 
made upon them slowly to postpone bodily pleasure and grad- 
ually to modify behavior according to social needs, a continuous 
healthy development ensues. Difficulties occur if the demand in- _ 
dulgence continues too long and adaptive habits are not encour- 
aged. Enjoyment of physical pleasure then becomes the most im- 
portant goal for the child, the relationship to the mother the 
means toward that goal; and the pleasure of object love for the 
mother and from her does not grow stronger. It is pleasure from 
such love for the mother rather than simple sensory pleasure 
which encourages him to postpone physical pleasure or give it up 
and to master his antisocial impulses, thus avoiding the mother’s 
displeasure and increasing her affectionate behavior. Only within 
this framework of love, as she differentiates for him unacceptable 
and acceptable behavior, does he have a guide and the incentive 
for ego and superego development. 
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Unchallenged instinct gratification continuing into and be- 
yond the training or “anal” period deprives the child of incen- 
tives for the formation of standards (superego) and of methods 
for behaving according to those standards (ego). It is an impor- 
tant cause for later symptoms in impulsive children whose lack of 
ego defense mechanisms exposes them to constant anxiety pro- 
duced by environmental conflicts as well as by inner instinctual 
conflicts which they have not the skills to resolve. The condition 
is similar to that of a younger child to whom a too difficult task is 
given; the infant is unable to meet the task because of physical 
immaturity; the older impulsive child cannot meet the task fitted 
for his chronological years because of emotional immaturity. 

Another discrepancy growing out of the tendency to rely 
upon indulging the infant as a prevention of later difficulties lies 
in the role played by the mother’s actual love or hostility toward 
her child. If she loves him, her handling is likely to be tender, 
painless, and unfrightening; if she rejects him or is neurotically 
anxious about him, no amount of indulgence can prevent the 
" handling of her child from being painful and threatening. She 
hurts him or frightens him by unconscious mishandling, due to 
various actions—the tightness of her muscles, the awkwardness of 
her movements, the querulousness of her voice. To aid mothers 
to a better relationship to their newborn infants, closer early con- 
tact with them is encouraged more and more in obstetrical hos- 
pitals, by the “rooming-in” projects, in which prenatal and post- 
natal education in baby care is offered (63). Such projects help 
in avoiding mishandling because of maternal anxieties due to 
strangeness or lack of knowledge and in nourishing biological 
maternal love in these mothers who do not have neurotic diffi- 
culties which produce defective “motherliness.” Neurotic moth- 
ers, however, who reject their children either consciously or un-, 
‘consciously cannot learn adequate techniques of loving care and 
may even reject their children more intensely if they are ex- 
pected to care for the baby during the hospital period, when they 
long for relief from responsibility. For the babies of such moth-. 
ers, neither “rooming in” nor “self-regulating feeding” will make 
infancy serene; only pent for the mother to overcome her 
rejecting feelings for her child will answer his needs. 

Since so many emotional difficulties have their beginning in 
disorders of the first months of life, it is important to recognize 
initial symptoms, that one may know when to undertake correc- 
tive measures early before the symptoms become too fixed, and 
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also to recognize and to understand early causative factors in 
later disorders, even though, at first, they may seem quite un- 
related. It is important also to be able to differentiate between be- 
havior which is normal for the maturational level and that which 
warns of dysfunction. 

Crying in the infant is the biological response to discomfort, 
the purpose of which is undoubtedly to cause changes which will 
relieve the discomfort. It presupposes a mother-child symbiosis 
such that she may respond to the cry. Crying is an early action in 
nonspecific relationship to secure someone in the environment to 
relieve the suffering and satisfy the infant, and only later is it 
directed toward a specific person, the mother. Crying, thus, is 
quite normal when it is a warning and stops when appropriate 
relief is offered, such as feeding, warmth, or other bodily need. 
It is also normal, and to be expected later, when the child not 
only cries to gain relief of discomfort but to indicate his longing 
for the repetition of pleasure. This occurs often when the child 
has enjoyed the warmth of being held, the pleasure of caressing 
and rocking, both for skin and muscle sensation, and later after 
pete object relationship to the mother has developed. The 
ear of loss of pleasure and comfort then develops in separation 
periods, and the baby cries to bring back the loved person. 

It is only when crying occurs in the absence of discomfort or 
in the presence of the mother or when it is excessive that one 
may consider the crying as a problem which has symptomatic 
meaning. Soon after birth, it may be indicative of trauma, both 
psychic and physical, resulting in difficulties during birth or 
possibly during the intra-uterine period, leading to what one 
might term “anxious expectation.” In most instances, with ade- 
quate care for the infant’s bodily needs, this postpartum instabil- 
ity passes within the first or second week. When excessive crying 
continues, it indicates difficulties which should not be ignored. 
If physical pathology is ruled out, the “emotional climate” of the 
mother’s attitude and behavior is usually found to be at fault and 
may result from a variety of neurotic attitudes: frank rejection 
of the child with roughness in handling; impatience and forced 
feeding; ignoring and neglecting its needs; excessive adherence 
to, or marked neglect of, routine. It is common knowledge that a 
very young infant may cry and appear irritable and uncomfort- 
able in its mother’s arms or in her presence but will quiet down 
almost immediately when picked up, caressed, and spoken to 
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gently by an experienced motherly woman, even though she be 
strange. This is an indication that the mother’s handling is causing 
discomfort to the child, that the cry is in response to this discom- 
fort, and that the infant is striving for relief from the suffering 
rather than for the comfort of the mother’s presence which 
occurs later. Kris (68, p. 33) names this early relationship “ana- 
clitic” in differentiation from true “object” relationship, which 
develops slowly during the first months of life. 

This early period is that of “primary narcissism,” in which the 
world seems to be accepted by the child as an extended part of 
himself. It is understandable, then, that discomfort and pain, if 
not relieved, may produce intolerable anxiety, since he fe not 
yet learned that he alone is not responsible for his safety and 
that pain may be relieved by another person. Unrelieved dis- 
comfort then may start a habit of expectant anxiety, in the pres- 
ence of pain or suffering of any kind. Symptoms which develop 
to allay this anxiety are varied. Excessive crying has been men- 
tioned. Autistic pleasures, such as thumbsucking, head rolling, 
rocking, rubbing, and so forth, are very common, as if the child 
tries to distract attention from pain by an excess of pleasure. The 
danger to normal development when excessive indulgence in au- 
tistic pleasure occurs is found in the realm of object relationship 
and of social adaptation. Such infants grow into children and 
adults who turn back to themselves at the slightest frustration 
and difficulty; burden themselves with the task of handling life’s 
problems alone; distrust others; are constantly anxious, with 
many symptoms and with restricted pleasures and restricted 
realms of activities. 

To prevent the development of such a state, one can recognize 
the vale of the excessive indulgence of the young infant, men- 
tioned above, which has been in vogue for the last few years, 
coining the term “demand” schedule or en, sched- 
ule to mean feeding, sleeping, caressing at the first sign of wish 
from the infant. A cry, then, is an “alert” to the mother to busy 
herself in satisfying her baby’s wishes or needs. This present-day 
change in infant care is in direct contrast to the previous rigid 
schedules of almost ritualistic routine, in which the child was ex- 
pected to “cry it out” and continue to fight off his discomforts 
until the moment arrived for his feeding or play period or other 
pleasure. 

This change in procedure is sound certainly for the first three 
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or four months of life. Like so many partial truths, however, it 
has become accepted by many physicians and parents as an essen- 
tial preventive measure for later ills. To relieve early anxiety and 
thus to prevent severe trauma to a sensitive organism, avoidance 
of discomfort is essential, and the serene and healthy develop- 
ment of most “demand” babies substantiates the value of it. On 
the other hand, it is certainly not a “prevent-all,” as one can rec- 
‚ognize by the fifth or sixth or later month when the baby, now 
differentiating itself from his mother, is influenced by many 
subtle situations in this relationship. The “climate” or atmos- 
phere produced by the mother’s attitudes, in her affection, her 
rejection, her anxieties, her distractibilities, or even her absences 
becomes as essential in producing or relieving anxiety as body 
discomfort or its relief had been previously. 

Since eating is one of the essential activities in infancy, there 
is need for warning that discomfort in this sphere is the most 
common cause of crying. However, other symptoms of feeding 
difficulties begin to arise early and are forewarnings of more 
difficult problems to come if relief is not forthcoming, The most 
common earl seal eis are food refusal and vomiting. In both 
instances, if the child is physically well, the symptoms represent 
defense mechanisms against feeding discomfort (36). Such avoid- 
ance of an instinctual pleasure surely indicates suffering of inten- 
sity. Roughness of a mother, forced feeding beyond satiety, or 
too fast ns may cause conflict between the wish for pleasure 
in eating and the wish to avoid suffering, in which the latter often 
wins out. Only by alleviating the environmental cause of the 
conflict—the mishandling of the child—can the symptom be 
resolved. 

If the symptom has become fixed through automatic repetition 
and the mishandling occurs at the hand of the mother who cares 
for the child, the dawning object relationship to her becomes 
associated with the symptom. In such cases the first object love 
is ambivalent. The negative side shows up in hostility provoked 
by discomfort at feeding and by the consequent narcissistic suf- 
fering involved in self-denial of the satisfaction of eating. The 
reactive and defensive nature of this hostility becomes evident 
when one observes and treats such an infant. If treated in the 
first few months of life by substituting for the mother (or nurse) 
at feeding times a nursing person who is relaxed and gentle, sensi- 
tive to the baby’s indications of sufficiency, one who holds him 
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caressingly and speaks or sings gently, the symptom seems to dis- 
appear like melting ice. 

As an example, a baby boy of six months entered the children’s 
ward of a hospital with the tentative diagnosis of pyloros; asm 
for the consideration of surgery. Since the diagnosis cout not 
be confirmed with x-rays, the pediatrician suggested further ob- 
servation on the ward in a warm emotional climate. The baby did 
not vomit after admission, ate and slept well, and gained weight 
until normal for age. He has continued well since return home 
under the mother’s care, who, during the child’s hospitalization, 
was given some psychotherapeutic insight into the child’s con- 
flicts and into her own attitudes and behavior which produced 
them and has received continued supportive and advisory aid 
from a social worker. The symptoms in this case were arrested 
during their developmental stage before fixation into a habitual 
defense occurred and before true object love or hostility toward 
the mother was well established and before the anxious attitude 
toward the mother who forced the food was generalized into an 
anxious attitude toward all people. One may hope that the earl 
correction of this pathology may prevent further feeding diffi- 
culties. 

In some instances, vomiting may occur initially as a physio- 
logical reaction to a disturbed organic condition, such as pyloric 
stenosis or other obstructive conditions, allergic sensitiveness to 
certain foods, and the like. If the organic condition is allowed to 
continue for months, so that vomiting is the usual sequence to 
food intake, an infant protects himself from the experienced dis- 
comfort by refusal to eat at all or to eat more than a minimal 
amount. Even if the organic condition is relieved later, an anxious 
expectation may be maintained and feeding continue to be in- 
vested with anxiety. This pattern of reaction to feeding and its 
associated experiences as to a danger is similar to the pattern pro- 
duced by the rejecting mother already described. In both in- 
stances, if the baby is still within the first year of age, prevention 
of later neurosis with food symptoms or various symptoms de- 
rived from the “intaking” process is possible. In the one instance, 
correction of the organic condition must be accompanied by sen- 
sitive care in feeding, such that the child is allowed to eat at his 
own speed, with his own measure of quantity, and with accom- 
panying pleasurable experience, such as tender words and ca- 
resses. In the second, similar feeding care by a motherly person 


180 Dynamic Psychiatry 


may relax the baby sufficiently that the neurotic pattern is given 
up in favor of acceptance of food, a pattern more fitting to the 
“corrected” experience. Rarely does this approach fail in the 
early months. However, if symptoms persist in spite of physical 
therapy and convincingly adequate environmental change, the 
neurosis probably has already become integrated into the de- 
veloping personality. In this case continued alertness must be 
used to avoid further trauma and to maintain pleasant feeding 
conditions. Psychotherapy may later be necessary to resolve the 
conflicts producing the neurotic attitude. 

Thumbsucking, previously so offensive to many mothers, has 
become respectable in recent years. Levy’s (70, 71) study of the 
relation between thumbsucking in infants and the length of the 
interval between feedings led him to conclude that sucking in 
itself represented a pleasure entity for which the infant strove. 
If Bann satisfaction was obtained in the feeding periods, the 
child sucked at other times, fingers, lips, tongue, etc. The fact 
that babies on four-hour schedules sucked their thumbs or fingers 
almost universally and that those fed more frequently or when- 
ever restless did not seek accessory sucking, he explained as due 
to a sucking need. This confirms Freud’s description of the 
mouth as an erotic zone, 

One does not question that stimulation of the lip and mouth 
mucous membrane is associated with pleasure. For the infant, it 
is undoubtedly the area where most pleasure is obtained, although 
recent studies indicate the importance of skin, muscle, and joint 
sensations as essential in the production of satiety reactions of the 
infant. Certainly, the infant may suck his thumb if he experiences 
insufficient pleasure in sucking at feeding. However, he sucks his 
thumb also for substitute pleasure when other pleasures are lack- 


ing or for solace when anxious if alone and separated from a, 


loved person, or when actually in pain. The author has seen an 
eight-month-old infant, previously not a thumbsucker, suck his 
thumb so violently that it was cut by his teeth when he was suf- 
fering intense pain from an acute appendicitis. Following the 
operation, he returned to his nonthumbsucking status and did not 
resume the habit. Extra-feeding sucking, thus, may not always be 
a benign autoerotic indulgence but may be a warning that all is 
not well and that the child is attempting to allay the distress of 
undesirable experiences, The admonition so common nowadays, 
to let the child suck his thumb as much as he seems to wish, is cer- 
tainly wise in helping a mother to overcome her own fears that 
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sucking is evil, but if the baby is no longer a small infant and still 
using thumbsucking as the only pleasure in waking life, one 
would be as remiss to omit searching for dissatisfactions in his life 
which encourage the habit as to ignore vomiting or other ob- 
vious symptoms. The solution is not to let the habit continue late 
into latency any more than to prevent it forcefully, but to cor- 
rect the cause. 

Sleep disturbance often observed in early infancy is rarely or 
perhaps never an isolated symptom. As in later years and in 
adulthood, it is an indication of anxiety. The anxiousness may 
be from physical pain, and then sleeplessness is usually accom- 
paa by crying; or the child may be sleepless or an excessively 
ight sleeper because he is on his guard against an environment 
which has been made frightening by a neglectful, cruel, or re- 
jecting parent. Later, sleep disturbances may be more severe or 
be accompanied with terrifying dreams because the dangers have 
been internalized. But, in general, they have their beginnings in 
anxious insecurity of these early months. Hence it is important 
to attempt to unearth the causes for the restlessness early and to 
relieve them before the symptom becomes habitual in order that 
internalization of the danger may be prevented. 


PROBLEMS or THE “ANAL” OR TRAINING PERIOD 
(Lare Inrancy) 


The influence of experiences in infancy upon the development 
of the “normal” personality and upon the kind and character of 
later disorders has been discussed. The child’s reaction to bowel 
training will in part depend upon his reactions to people, espe- 
cially the mother or nurse, which have become habitual in in- 
fancy. Symptoms developing in the anal period will partake of 
elements of symptoms which developed out of oral problems. 

As the months bring maturation of the neuromuscular system, 
such that the anal and urethral sphincters can be voluntarily 
controlled, the anal phase is ushered in. At the same time, pur- 
posive activity of the skeletal muscles becomes gradually more 
co-ordinated into grasping, pushing, crawling, and walking. 
Therefore, not only is the child asked to control his excretory 
activities at the mother’s behest, but self-expression in all aggres- 
sive? activity is encouraged or prohibited, as the child is taught 

2. “Aggressive” is used here to mean “physically active” rather than hostile 


destructive aggression as is the frequent connotation in psychoanalytic literature 
in which aggression is used as a direct translation from the German (62). 
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not to touch dangerous objects or to break precious ones and to 
walk and crawl in circumscribed areas for his own protection. 

The emotional conflicts which develop in the anal period are 
inherent in the prohibition and direction of the child’s excretory 
and muscular activity which the parent as the surrogate of soci- 
ety imposes. 

If the object relation to the mother is a pleasurable loving one, 
the child easily solves the conflict between his instinctual wish 
for free self-expression and his dependent wish for his mother’s 
love, by modifying his activity according to the mother’s de- 
mand, He defecates on the toilet and, later, urinates there instead 
of on the spot where the urge arises. Also, gradually he controls 
his grasping, walking, and other actions to accord with the per- 
mission of the mother. This is the first sign of ego development, 
and it represents a part of the ego described by Hartmann as 

_ “nonconflictual” (60), It is concerned with the development of 
adaptive skills rather than with defense against instinctual drives. 
The heightened pleasure which the child feels in response to his 
loved mother’s approval of his action makes the choice of substi- 
tute outlets fairly easy. His wish to avoid her disapproval inten- 
sifies the wish to conform. 

However, if the Seh to the mother has not been satis- 
factory either because of neglect, which intensified the need for 
narcissistic autistic pleasures, or because of suffering at the 
mother’s hand, which transformed normal self~preservative ag- 
gressiveness into hostile destructive aggression toward the 
mother, added problems may begin to show in this training 
period. Negativism and stubbornness against suggestion and di- 
rection are common. The so-called “temper tantrum” becomes 
a reaction at each point of minor or major frustration, and the 
need to maintain one’s will seems to be the child’s concept of 
maintaining his integrity. He may remain incontinent and stub- 
bornly refuse to be trained, This incontinence may be preceded 
by constipation, by which the child refuses to part with the 
product of his body until forced by physiologic bowel reflex. 
Playing with the stool and smearing is a common sequela in these 
children, who not only express hostility and rage against the un- 
loving or severe parent by refusal to conform but actually at- 
tack with the “dirty” feces. The excreta thus become invested 
with value as a personal creation which affords power to ward off 
danger and also become an instrument of attack against the love 
object who has become ambivalently hated. 
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Less common, but sometimes beginning in this early training 
period, is the attempt at solution of the feared dangers by an ex- 
cessive conforming obedience, in contradistinction to the aggres- 
sive temper and stubbornness. This occurs usually when the posi- 
tive arm of the ambivalence toward the parent outweighs the 
negative hostility. The wish to maintain the love fosters con- 
formity, but, to overcome the ever resurging hostile element of 
the ambivalence, the nascent ego strengthens the process of con- 
formity so that the child may ritualize toilet activities, aggressive 
play, dressing, and all the other routines of life. Then, like a full- 
blown adult compulsion neurotic, he becomes anxious and upset 
if the ritual is disturbed. 

In this training period one observes a dawning conscience or 
superego. The child with a loving dependent relation to his 
mother begins to differentiate “right” and “wrong” according to 
the mother’s designation of acceptance or disapproval of his be- 
havior. He usually can conform in the parents’ presence and 
occasionally when alone. It has been suggested that the parent 
and his standards have not been truly integrated into the child’s 
personality at this tender age, but ease of hallucinatory experi- 
ences due to his lack, as yet, of adequately differentiating rely 
from fantasy, brings the mother’s image to him to aid in control- 
ling his action. In those children showing exaggerated compulsive 
conformity, the superego seems to have a true, if precocious, 
existence, and in many instances the child behaves as if these 
standards of behavior were a separate part of himself, the parent 
introjected but not yet integrated. A fairly typical example of 
this condition was exhibited by John, a boy of twenty-six months 
about whom the author was consulted. He was an only child of 
successful parents, both of whom were perfectionistic, fairly 
rigid, serious persons, who believed that, with consistent disci- 
pline, one could train a child early and well. In general, John was 
avery obedient, friendly, serious, and undernourished child, who 
had been somewhat of a feeding problem from the time of the 
introduction of semisolid food, when he began to be fussy about 
the new foods and spit them out when they were forced into his 
mouth. He was trained for bowel control by seven months and 
for day wetting by ten months; he was overly clean, insisting 
upon hand waiting with even small amounts of soiling, and had 
begun to be anxious at bedtime if his toys were not in a particular 
arrangement which he had contrived. I visited him in his own 
home, and, at first, he did not know anyone was there when from 
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the hall I observed him in the family living-room where small 
breakable objects were placed on a low coffee table. He started 
to reach with his right hand for a glass dish-drew back, reached 
again—drew back, reached again several times until, finally, with 
a quick grab he picked up the dish and crashed it to the floor. 
He looked startled, began to cry, then with his left hand he 
_ slapped his right hand very hard, saying “Bad Johnny! Bad 
Johnny!” 

This self-punishment indicated a precocious consciénce which 
denied misbehavior, but a weak ego which could not control im- 
pulsive behavior. The solution then was a compromise which de- 
manded punishment for the unacceptable act. Most children in 
these years can avoid disobedience when in the presence of the 
disciplinarian but show no sign of compunction when alone. It is 
as if the presence of the loved, training adult acted as both the 
ego and the superego. This indicates that the child as yet had 
not accepted as his own the standards and behavior demanded 
by the parents; or, in psychodynamic terms, there was a minimal 
internalization of the parental commands to form the superego or 
conscience. When the training has been too severe and too rigid 
for the child’s maturational level, as occurred in Johnny’s case, 
the fear of punishment and of loss of love produces control of 
impulsive behavior by inhibiting and punishing it before skills 
can be developed to express the wishes in substitute or sublimated 
_ activities. Punitive control at this stage initiates ritualistic regu- 
lation of sufficient strength for nascent compulsive symptoms, 
such as excessive cleanliness, orderliness, and routinization of play 
and toy arrangements. If the routinization is disturbed, anxiety 
symptoms—crying, muscle tenseness, and other symptoms—ap- 
pear and indicate the fearful need for self-control which the par- 
ent has created in the infant. 

Sleeping difficulties (18, 31) are not very common at this age, 
but they appear quite frequently in markedly conforming chil- 
dren. These children exhibit fear of going to bed and of being 
left alone and frequent wakeful crying during the night. Some- 
times true night terrors occur, with dreams of injury, particularly 
from animals—bears and lions or tigers which eat or squeeze 
them. In sleep, the child is away from the protection of parental 
admonition, and impulses are uncontrolled by reality reminders. 
The superego, even though precocious, is too weak to function 
entirely alone, and fear that misbehavior can break through in 


Emotional Disorders of Childhood 185 


sleep creates wakefulness or clinging to the parents in order to 
guard against sleep temptations. Punishment deepens then appear 
in the hallucinatory dream creation when sleep is yielded to. 

The integration of symptoms carried over from maladjust- 
ment in the oral-dependent phase into training-period symp- 
toms may determine the method of the resistance against training 
or the form of expression of hostility against the parent, or even 
the direction of rituals that the precocious superego takes for 
controlling impulses. The mouth and eating then become the 
areas of hostility, with malicious biting of the mother or substi- 
tute figures and objects, even biting, chewing, and swallowing 
toys, blankets, clothes, and all manner of objects. Feces may be 
eaten at this time, an indication that the continued and exagger- 
ated investment in oral pleasure has become fused with the nar- 
cissistic meaning of the feces, the child’s first “creative” produc- 
tion. In eating his stool, the child integrates several pleasures: eat- 
ing, defying the mother whose disgust he stubbornly resists, 
keeping by ingestion his creative product for himself, avoiding 
the sense of loss which all children feel at first in the ae 
period when they must compy with bowel control, but whic 
deprived and severely controlled children feel severely. 

A symptom one sees occasionally is interesting because it inte- 
grates eating, associated nursing movements, destructiveness, and 
self-punishment, that is, the twisting of hair clumps (associated 
with nursing), pulling the hair out (destructive and painful), 
chewing and swallowing it (eating). If this symptom becomes 
habitual, it continues into latency and may be the most noticeable 
symptom of a severe autistic compulsive neurosis. 


PROBLEMS OF THE “OEDIPAL” OR SEXUAL PERIOD 


The oedipal period (beginning around three and lasting 
roughly until six years of age) is characterized by a turning of 
the developing sexual impulses toward the parent of the opposite 
sex and by an increase in sexual curiosity. Behavior difficulties 
which begin at this time grow out of the child’s incapacity to 
deal with the conflicts, both environmental and instinctual, which 
are created by the increase in sexual impulses. The capacity to 
develop acceptable methods for handling the conflicts of this 
period is directly related to the emotional security with which 
the child enters this stage. If the experiences of the dependent 
(oral) and training (anal) periods have been wholesome and 
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healthy and a minimum of symptoms has developed, the child 
meets the new conflicts with ease and with adaptive reactions. 
If he has been deprived, rejected, neglected, rigidly trained, or the 
like, his insecurity increases the problems of adaptation. Feelings 
of castration fear, penis envy, a odiey, and rivalry are compli- 
cated by exaggerated rage, stubbornness, dependent longing, and 
greed (4, 61). 

Disturbing environmental experiences occurring at this time 
may further complicate adequate solution of oedipal conflicts, 
and thus aid the causation of symptoms. The birth of a sibling 
which may produce dependent rivalry for the mother adds to 
the total rivalrous feelings created by the triangular oedipal 
jealousy (see chap. iv) and intensifies rivalry to neurotic propor- 
tions. If the father is unusually punitive, cruel, or, in reverse, 
seductive toward the child, fears and exaggerated sex feelings are 
intensified and problems to solve are increased. Inconsistency in 
training and too rigid training cause trouble for the child also, 
for he needs help from the parent in restricting direct expression 
of his instincts and in guiding their expression into acceptable 
methods of action. That is, he needs his parents to offer superego 
standards and ego training. Many other experiences, familial or 
extra-familial, to which the child may be exposed can add to the 
production of neurotic symptoms. Among kos most commonly 
found are seductive experiences, such as introduction to fellatio 
or sodomy; adult genital exposures; genital tampering; primal 
scene exposure; cruelty from other children or adults; exposure 
to accidents and death; and the loss by death or long absence of 
a loved one, such as mother, father, sibling, nurse. 

The genital sensations turn the child’s interest toward the 
pleasure he experiences in this area. Masturbation begins often as 
a result of exploration and may then be repeated, from time to 
time, by any normal child for the autistic pleasure itself, or as a 
momentary solace, when lonesome, bored, or in pain. Masturba- 
tion may become excessive and take on all the characteristics of 
a compulsive neurotic habit. In this case, it serves the purpose of 
allaying anxiety which may stem from a variety of causes, Fre- 
quently the rejected or neglected child who has solved his fear 
of insecurity and discomfort by various infantile autistic pleas- 
ures, such as thumbsucking and fecal smearing, will turn to 
masturbation as a more satisfactory solace. The average mother 
finds it often more difficult to sanction masturbation than other 
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autistic indulgences, but the rejecting mother is likely to be 
extremely incensed with the child for the act. This increased 
rejection intensifies his need for masturbation to relieve his fear, 
and as a result he stubbornly continues to indulge himself. 

In other instances, compulsive masturbation may result from a 
fear of injury; persistent handling of the genitals is a reassurance 
of their intactness. This fear may result from threats of injury, 
which parents and nurses so frequently offer if the child is seen 
to handle himself, or from some traumatic experiences, such as 
fellatio or rough play with the child’s genitals by another child 
or adult; or from the poor reasoning of a little boy who first sees 
a girl and thinks her injured; or from an expectation of retaliation 
from the father whom he wishes to displace in his mother’s 
exclusive love. 

A little girl also may masturbate compulsively for reassurance, 
but with less evidence to comfort her. She, too, becomes more 
interested in her genitals with increasing hormonal production. 
Exploration of the area discloses that she has less than her brother 
or little boy playmate. Repetitious compulsive handling of her 
genitals seeks for the missing penis. Since it is never found, 
excessive masturbation may continue because the pleasure offers 
some relief from the anxiety which arises from the feelings of 
inferiority and envy. As has been described previously, under 
healthy conditions for normal feminine development, these feel- 
ings are fleeting and are resolved in the little girl by an identifi- 
cation with her mother, who accepts the advantages of feminine 
love and maternity. Penis envy and inferiority feelings, however, 
may become intense and obvious symptoms in the little girl who 
is already disturbed in her relationship to her mother (4, 61). 
Insecurity which was initiated in the oral-dependent phase and 
continued into the training period expresses itself in the oedipal 
stage through an added despair of personal inadequacy. Oral 
envy or deprivation thus reinforces penis envy or feeling of geni- 
tal incompleteness. The person she has turned to for love, that is, 
herself, when she was unloved or rejected by her mother, thus 
is believed to be an injured or imperfect person, unworthy of 
love. Despair develops again when her dawning sexual feelings 
long for me from her father. She who was unloved by her 
mother now finds herself unlovable, and in her childish reason- 
ing must be completely incapable of competing for her father’s 
ove. 
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These feelings of unworthiness and these fears of injury may 
get out of bounds and lead to the ie apa of other activities, 
normal for the age in mild form but presenting disturbing 
symptoms when intensified, as “peeping,” exhibiting of 
genitals, “tomboy” behavior of girls, or “sissy” behavior of boys, 
and excessive rivalry and jealousy. These saa ee are usually 
part of an attempt to deny the knowledge of genital anatomy 
and to get reassurance that all is not as inadequate or as dangerous 
as experience has seemed to indicate. The peeper keeps looking 
and looking compulsively, after he has seen enough to know the 
facts, because of the persistent wish to find evidence to assure 
him that he is not injured or inferior. Similarly the child persist- 
ently exposes his genitals as if to say, “See, I am all right, ade- 
quate, and uninjured.” But his belief to the contrary discredits 
reassurance, so that the act is continued again and again. 

Denial of genital facts is carried even further in fantasy when 
the little girl insists that she has a penis, acts like a “tomboy,” and 
refuses to accept her feminine status. The roots of later serious 
masculine identification are seen in her excessive aggressiveness, 
her competitive hostility toward boys, and even in attempts to 
urinate like a boy. As one little four-year-old girl confided to her 
therapist, “I am sure I have a ‘peenie,’ for I can make my ‘wee 
wee’ go straight into the toilet Fie Johnny does—if I stand close 
and pull my skin tight in front.” The little boy denies his feelings 
of inadequacy by fantasying himself with enormous genitals to 
match his father’s, bragging of strength and bigness, and, like the 
girl, expressing his fantasied exaggerated masculinity in excessive 
aggressiveness and ee hostility, a forewarning of ag- 
gressive, destructive behavior problems in years to come. His 
denial, when fear of injury is excessive, may take the opposite 
form, and he fantasies himself a girl with no penis to be injured. 
Concomitantly, he gives up masculine aggressiveness; becomes 
passive, shy, and feminine, a “sissy” who is afraid of all boyish 
activities and pem a feminine role. As a boy of five and one- 
half shyly said to his mother, as he tucked his penis between his 
legs, “See, mom, I look just like Mary!” When questioned 
further he answered, “I do it when I am afraid at night, or when 
Dad scolds me, or any old time.” 

Anxiety symptoms may begin to be excessive at this period, 
with repetitious nightmares and fear of the dark, of new situ- 
ations, and of strange persons. Phobias with special objects to 
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fear may arise to displace the more generalized anxiety. Anxiety 
is always in evidence when conflicts are not yet sled. It is, 
therefore, present always in one form or another during child- 
hood, a period of continuous need for new solutions of new 
problems. Anxiety may become excessive in the oedipal period 
when circumstances historical and present make an acceptable 
solution impossible. The anxiety produces protection against 
danger of injury or punishment by creating a wariness which 
aids in the avoidance of dangers. This wariness may be so intense 
that the child becomes more and more withdrawn and autistic, 
with regression to thumbsucking, fecal play, and such. More 
common, however, is the allaying of free-floating fearfulness by 
the production of symptoms, which, if they offer some comfort 
by partial solution of the conflict or conflicts, become habitual. 
In latency one finds these symptoms organized and integrated 
into the personality as habits of living, so that the conflicts are 
allayed in part by repression and in part by other defense mech- 
anisms involved in the symptom formation. Further healthy de- 
velopment, however, is handicapped by the fact that much ener- 
gy must be saa in maintaining the si. ioe energy which 
should be available for the development of adaptive skills, and by 
the fact that the symptom itself interferes with normal behavior. 

These neurotic er which begin to show embryonic 
organization in the oedipal period become obvious handicaps in 
the latency period. Phobias and compulsive rituals are early 
symptoms. Pathological motor activities, such as stammering and 
tics, may begin. Some autonomic symptoms commonly arise early, 
such as asthma, enuresis, constipation, colitis, and a variety of 
feeding difficulties, such as food sensitivity and aversion, neurotic 
vomiting, and anorexia, as well as bulimia with obesity. Indi- 
cations of some unacceptable behavior symptoms are often found 
at this time, such as sadistic cruelty and masochistic submission, 
uncontrollable stealing and lying, insatiable demanding with 
concomitant selfishness. 


PROBLEMS OF THE “LATENCY” PERIOD 


The term “latency,” originally used to delineate those years 
between the sexual period of the oedipal phase and the sexual 
maturation of adolescence, assumed that sex impulses remained 
latent during this time. Freud (44) described the period as one in 
which the recession of instinctual drives is accompanied by the 
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consolidation of the superego; and Anna Freud (33, 35) elabo- 
rated this description by emphasizing the role of ego develop- 
ment in which the ego gradually assumes superiority, directing 
the behavior of the child according to the exigencies of reality, 
while the sex drives remain latent. The study of neurotic mani- 
festations in these years, between about six and twelve, indicates 
that there is not truly a recession of sex impulses at this time 
(23), but an increasing tendency toward their repression, with 
renunciation of erotic activity. This change results from the 
gradual strengthening of the ego, which directs sexual energy 
into substitute and sublimated channels according to the behest 
of the superego, which becomes increasingly organized, and of 
the environment, which makes increasing demands for conform- 
ity to social rules. 

Latency, then, may be considered for practical purposes as 
that period in which the child develops standards of behavior, 
which he ee his own (superego) and in which he gradu- 
ally develops skills, mental and physical, to serve the purpose of 
adaptation (ego). This process passes through various experi- 
mental attempts, so that symptoms may occur transiently and 
then give place to more adequate behavior. Only when a symp- 
tom remains fixed in spite of its adaptive inadequacy do we 
consider the condition pathological in childhood. It is an indi- 
cation that the ego can find no solution more satisfactory and 
that the repetition compulsion has crystallized the symptom into 
a habitual reactive pattern, more or less permanent. 

Just as neuroses in adults have their origin in unsolved—or one 
might say “mis-solved”—conflicts in childhood, so do the neu- 
rotic and behavior problems of latency stem from prelatency 
conflicts. One will find the same neurotic constellations in child- 
hood as in adulthood. Analyzing the dynamic structure of the 
childhood conditions, one finds the same causative conflicts, the 
same defense mechanisms involved, the same standards enforced 
as are known to occur in comparable adult neuroses. Various 
differences, however, are disclosed when one compares, in detail, 
similar neuroses of different age periods. These differences are 
directly related to the stage of maturation of the individual, 
which, grossly, is related to his chronological age. Hence, in the 
adult, the neurosis is much more firmly integrated into the char- 
acter of the patient; and the younger the child, the less fixed has 
it become as a mode of reaction. In the young child both ego and 
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superego are still influenced by the behavior of the parents and 
others in the environment, so that a change of environment may 
modify the strength or kind of superego-ego actions. The older 
the child, the firmer is the character pattern, the less influence 
has the environment in changing it, and the closer is the total 
neurotic constellation to that of the adult. This variation is 
significant both in the prognosis and the responsiveness to 
therapy and in the modification of treatment techniques to fit the 
needs of the particular age, as well as the needs of the particular 
neurosis. 

Just as the neurosis is less fixed in childhood, its dynamic 
pattern is less complicated by secondary defense mechanisms 
which may have developed to resolve secondary peal cre- 
ated by the neurosis itself, For that reason, the analysis of child- 
hood symptoms can offer clarification as well as confirmation of 
the dynamic mechanisms involved in the production of the simi- 
lar adult neuroses. 

In childhood one finds in one form or another, or at one time 
or another, all the adaptive and defense mechanisms which are 
revealed in adults. These appear weaker and more vulnerable, 
however, in the nascent forms of childhood, and, as the neurosis 
progresses, one or another mechanism may be displaced or com- 
plicated by more efficient mechanisms, or at least more adequate 
to the solution of the problems. This change occurs as needs 
vary according to problem changes during maturation and as the 
integrative capacity of the ego is strengthened through education 
as well as through growing ability to adapt both mentally and 
physically. Symptoms may therefore be transient or may be 
replaced or enhanced by other symptoms; mechanisms may 
change; and superego standards vary so that latency displays a 
slow kaleidoscopic change, but always with inherent trends trace- 
able to early jafany; which form the framework within which 
the variations are built. 

The earliest mechanisms observed are denial and inhibition, 
which show in the prelatency period in lying and in control of 
impulsive activity, particularly in the presence of adults. A small 
child may raid a prohibited candy box when no one is around 
but never touch it during a parent’s presence, or innocently insist 
he had not touched it later when evidence of a candy-smeared 
mouth reveals the act. 

Repression which progresses from denial and inhibition may 
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be observed first in the oedipal period, as destructive impulses 
and sexual impulses are found to be unacceptable to the child, 
since they are incompatible with each other and are unacceptable 
to those whose love he wishes to maintain. In latency, repression 
becomes increasingly firm and forms the basis from which other 
mechanisms form and then produce neurotic solutions of the 
repressed instincts, feelings, and superego standards. 

Projection also begins early, at first as conscious lying, i.e., 
“Johnny broke the chair, not I,” and later as true projection seen 
so commonly in latency, when the child, already guilty from the 
pressure of his standards of behavior, never lets himself feel 
responsible for fights, sex play, or other misbehavior and really 
believes “Johnny started it!” or “Johnny made me do it!” Re- 
action formation—a frequent defense against hostility and un- 
requited love—is oal of the late oedipal and early latency 
periods, either as a normal hase of development or in exagger- 
ation as a symptom. The child then “adores” the rival siblings or 
“hates” the parents of the opposite sex. Substitution of activity 
or of objects occurs early at the behest of others, but only well 
into latency does it become a technique integrated into the 
personality and voluntarily accepted. It represents the effect of 
a fairly consistent and firm superego and an ego strong enough to 
enforce renunciation of intense wishes. 

Sublimation occurs as an even later refinement of substitution 
and may indicate sturdy adjustment or a too restricted adaptation 
with many concomitant symptoms. Displacement, also, arises in 
the oedipal period, and at first it is seen in simple form, as when 
the little boy becomes fearful of losing a leg or a finger instead of 
a penis or indulges in nose boring instead of anal or genital play. 
One child of four, a nose-borer whenever he was anxious, said 
once, when fantasying smearing feces all over the world, “I have 
no bowel hole, none at all; I don’t make ‘B.M. at all; if I had a 
hole, I’d push it back up.” In latency, displacement becomes in- 
creasingly an important method of solving conflicts growing out 
of unacceptable body wishes, and forms an important part of all 
the autonomic symptoms of this period as well as of adulthood. 

The use of a part for the whole, as seen in fetishism, is quite 
common in childhood both as a phase in normal development and 
also in problems of compulsive rituals. A little girl of seven, to 
ward off dangers of “murdering burglars” at night, took to bed 
with her a pine-needle pillow of her mother’s; she said, “the small 
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and firm feel of it makes me feel safe and cozy.” Introjection— 
perhaps one of the earliest methods of solving the discomfort 
arising out of separation from the mother—becomes an important 
way in latency of solving and accepting the demands of the 
parents. It is responsible also for depressions seen frequently in 
late latency or preadolescence. 

Causative factors in the emotional problems of latency are 
multiple. The same attitudes of parents which produced prob- 
lems in infancy, if unchanged, continue to interfere with normal 
or adequate development: lack of love, neglect, rejection, cruel- 
ty, Deren emand for good behavior, inconsistency, and 
the like. Added problems grow out of personal niga es: of 
physical and mental ability, traumatic experiences, and, particu- 
larly important in latency, differences in moral and behavior 
demands between those of the parents and those of the larger 
environment into which the child enters at five or six. F inally, 
one should emphasize again the handicaps of earlier neurotic 
difficulties with which the child enters latency and which form 
the foundation on which he builds new habits to meet new ex- 
periences. 

In this short chapter, it would be impossible to describe and 
discuss in detail all the problems and their kaleidoscopic config- 
urations which occur in latency. An attempt will be made only 
to designate the more common difficulties, their general causes, 
and the more important dynamic factors involved in their organi- 
zations. As is well known, disorders do not occur in isolation, ` 
nor do they result from one cause. Any one child may present a 
variety of problems, any one of which may seem in the ascend- 
ancy at one time, another at another time, but all of which are 
interrelated and interdependent. For practical he ate the psy- 
chic disturbances of childhood are classified here according to 
the realms of interference rather than according to classical 
symptom categories or even dynamic constellations. Groupings 
chosen are (1) infantile phenomena or marked developmental 
immaturity, (2) motor disorders, (3) conduct problems, (4) 
common neuroses, (5) vegetative disorders, and (6) psychoses. 

Infantile phenomena include various mouth activities of thumb 
or finger or object sucking or biting, anal or urine incontinence, 
and excessive masturbation. Causes of these activities have been 
discussed earlier. If they continue into latency when the attitude 
of persons, such as parents, teachers, and friends, in the child’s 
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environment tends to disapprove and criticize, it usually indicates 
a marked insecurity in respect to love and protective needs and 
to self-esteem. He clings to old autistic pleasures for solace and 
stubbornly refuses to give them up for more mature satisfactions 
because he is afraid oF one or suffering. Sometimes incontinence 
continues not only from unwillingness to give up the pleasure 
of excretion at his own will but because there has not been 
sufficient incentive to control himself. Mothers who allow “self- 
regulation” of the excretions as they wisely allowed self-regu- 
lation of feeding earlier and offer no special approval as incentive 
for cleanliness may be responsible for prolonged incontinence, 
which, in turn, fixes pleasure-seeking at the anus and urethra. 
Such fixation then causes withholding of interest in the pleasure 
of substitute activities acceptable in latency, as play, learning, 
exploring. In reverse, incontinence may result from negativism, 
a Seles against pressure from a too rigid, too demanding par- 
ent, in an attempt at survival and for self-esteem or narcissistic 
wishes. The conflict is simple instinct versus environment, with 
instinct conquering when environment offers no comparable 
gratification or when other gratifications are too dangerous be- 
cause they are punished. Nocturnal enuresis, however, if not 
simple incontinence and not accompanied by diurnal wetting, is 
a conversion symptom and represents a substitute for masturba- 
tion. It may occur as a regressive phenomenon after training for 
cleanliness has been accomplished (7, 52, 53, 66). 

Various infantile activities, such as thumbsucking, inconti- 
nence, or excessive masturbation, occur as regression phenomena 
in a child who may have achieved development up to his age 
expectation of five, six, seven, or older, when traumatic experi- 
ences are severe enough to break down his feeling of personal 
adequacy or his expectation of u love and protection. 
Such trauma may be sudden loss of a loved parent through death 
or disaster, the birth of a sibling who monopolizes the mother’s 
care and love, serious physical illness or operation, with sepa- 
ration from a mother by hospitalization. These regressions often 
cause sufficient disintegration of the still weak and insecure ego 
to retard development and to give access only to neurotic solu- 
tions, which build cramping symptoms rather than healthy 
adaptive techniques. 

Motor disorders may occur as generalized: excessive purpose- 
less activity, inhibition of movements, awkwardness, and repeti- 
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tive organized, purposeless movements like rhythmic movements, 
tics, and stammering. 

Hyperactivity often occurs as one phase of other serious diffi- 
culties in conduct or in neurosis. It is usually accompanied by 
lack of concentrated thought and always indicates an anxiety 
state in which the underlying fear is near the surface and is not 
resolved by organized symptom formation or goal-directed ac- 
tivity. One common cause of this excessive motion is inconsist- 
ency in training accompanied by cruelty and often neglect. The 
child is constantly afraid of his own instincts, the expression of 
which may bring punishment. He is afraid of suffering from 
deprivation or just from irrational, unexplained rage in a parent. 
He can learn no defense against this suffering either from precept 
or from experience, and he moves constantly, as if to move is to 
get away Fon suffering, partly to drain off unacceptable in- 
stinctual energy, and partly to avoid pain. Neurotic hyperactiv- 
ity must be differentiated from that ‘ound in organic disorders, 
in which other signs of organic involvement will be found (10), 
and also from the hyperactivity often seen in epileptics (55), in 
which both the convulsive occurrences and electroencephalo- 
gram tracings will aid in the differential diagnosis. 

Inhibitions of movements and awkwardness often result from 
fear of various instinct expressions in which the parental restric- 
tions are consistent and firm, and inactivity is rewarded by vari- 
ous signs of acceptance. Such inhibitions may cause slowness in 
walking, in the use of hands in skills, and is usually accompanied 
by psychic withdrawal into fantasy when impulses may be 
surreptitiously indulged in autoerotic satisfactions. In extreme 
cases, such inhibitions may interfere seriously with social adjust- 
ment and reality adaptation. 

Rhythmic movements of various kinds may result from move- 
ment restrictions in infancy (74). Such restriction interferes 
with more versatile movement and directs motor impulses into 
the one or more possible movements, such as rocking and head 
rolling. In latency the child may continue the habit for solace or 
to express, through displacement, new but unacceptable wishes 
like masturbation, so that erotic satisfactions become so combined 
with infantile muscle pleasures that the one movement expresses 
through condensation two primitive needs. Many so-called “bad 
habits” fall into this category, such as nail biting, ear pulling, hair 
twisting, nose boring, teeth grinding. 


196 ; Dynamic Psychiatry 


Tics are inappropriate movements similar to the rhythms men- 
tioned above but are different, in that they are usually defined 
as fleeting spasms of small muscles representing a physiological 
unit movement, such as eye blinking, grimacing, tongue clicking, 
head jerking. Since psychotic mannerisms are often confused 
with tics, various dynamic explanations have been suggested (30, 
pp. 161-65). Those cases carefully analyzed in which the pre- 
cipitating experience was known disclosed the tic as a part of an 
inhibited grosser defensive movement which occurs at a point of 
excessive trauma in children with fairly severe superegos, who 
are inhibited in large-muscle activity by restrictive but warm 
parents. The partial movement, then, later takes over the mean- 
ing of a defense in other anxious situations to which it.is not 
appropriate (54). An example is that of the little boy with eye 
blinking initiated as a defense against seeing, first, an uncle with 
an ich eye socket and, second, a little girl’s genitals with a slit 
instead of a penis. The blinking at first represented an attempt 
at denial of the unacceptable fearful knowledge, and later oc- 
curred whenever he was frightened. Stammering is probably a 
form of tic. It has been variously described as a displaced anal 
constipation (25, 26, 29), a partial inhibited obscenity of verbal 
hostile aggression. But, whatever the conflict may be against 
which stammering defends, the form of partial spasmic motion 
is ticlike. k 

Conduct problems cover a variety of difficulties which inter- 
fere with the child’s social living both at home and in the larger 
world of school and neighborhood. Withdrawn behavior, in 
which the child avoids as much as possible relationship with 
persons, both adults and children, and acts more or less as an 
automaton, is a problem which one sees occasionally. When 
severe, it may be the precursor of a psychotic state, or, when 
only an occasional occurrence, it may indicate a tendenc 
toward a fantasy solution of problems when a reality solution is 
too difficult. It has its roots in the autistic pleasures of infancy, 
intensified by deprivation of pleasure in the relationship to the 
mother. When analyzed, such children show a strong narcissistic 
tendency, with poor affective relation to others. They conform 
outwardly to demands made upon them but live in a rich 
fantasy life involved with both destructive Reh and pleasur- 
able indulgence. Such children are often described in such terms 
as “I can’t seem to get close to him” or “nothing I do or say seems 
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to affect him, but he’s a good enough child.” The superego in 
such children seems to be only a reflection of those in his en- 
vironment at the time. His standards for reality behavior change 
from good, to bad, to indifferent as a chameleon changes his 
color. He is imitative but not creative except in his fantasies. Be- 
cause so much energy is absorbed in autistic fantasies, skills 
develop slowly, and school achievement is far below ability. As 
causative, neglect is found to be the most pertinent factor. Levy 
called it “affect hunger” (73); Rabinovitch (78) described such 
cases as resulting from maternal deprivation; and one can believe. 
that many of the deprived children described by B. Rank as 
“atypical” (79) continue to develop the autistic inaccessibility 
of these withdrawn children. In some cases, if the child is not 
allowed to withdraw into fantasy but some strong stimulus from 
the outside forces him to respond for protection, explosive 
destructiveness or sexual indulgence may break into action with 
all the energy previously used in fantasy creation. Such a child 
then changes from passivity to a severe impulsive behavior prob- 
lem. When the defense is broken, the capacity for mastery is 
impaired. It is probable that some of the adult criminals described 
by Alexander belong to this category (6). When this occurs, 
anxiety reasserts itself, and the child becomes fearful of the 
consequences of his untamed impulses. 

A withdrawn boy of ten, when attacked by a gang of boys who 
teased him by whipping him with ropes, calling him “sissy,” 
“goody, goody,” suddenly became violently aggressive, kicking, 
punching, and screaming. At home, later, and until taken into 
a protective institution for treatment after several months, he hit 
at everyone who came near him, had screaming nightmares, and 
evidenced excessive sweating and palpitation at sounds or move- 
ments. Previously fairl moderate in eating, he began to eat 
excessively and ah and soiled and wet himself occasion- 
ally. This extreme regression occurred in a child when his only 
defense was broken, because he could depend in no r for help 
and comfort upon parents who had always neglected ‘him and 
given only necessary routine care, without love. A 

Aggressive conduct disorders range from those mild ones of 
disobedience and stubbornness to more serious delinquencies. 
The dynamic factors in the milder disorders are similar to those 
in the delinquencies, with similar, if more exaggerated, symp- 
toms. It is pertinent, therefore, to outline some of the more com- 
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mon delinquent symptoms, with the psychodynamics involved, 
and say ae for the less extreme symptoms that they may occur 
as reactions to a provocative environment; but if they remain 
untreated or if conditions continue to provoke the child, these 
milder symptoms may be only the precursors to the development 
of delinquent character and delinquent behavior. 

Delinquencies may occur as a result of the pleasure-seeking of 
children incapable of controlling a wish to steal, to burn, to 
destroy, and in some instances to kill. The impairment of ego 
control may or may not be accompanied by a rigid or corrupt- 
ible superego. In the case of the rigid superego, the delinquency 
is likely to be followed by self-punishment, either in depressive 
phenomena or in self-destructive activities, such as observed in 
the child who always stumbled, hit his head, or was otherwise 
hurt when he beat his little sister. More often, however, the 
child’s standards are corruptible, and consequent behavior is 
likely to be directed eed, avoidance of punishment and con- 
tinued delinquency, Lack of superego patterns altogether is 
most unusual, 

Delinquencies from neurotic reasons are fairly frequent (6, 
46, 64). Stealing may be compulsive, a defense against the feel- 
ing of deep oral deprivation, when the object stolen is only a 
symbol for the love wished from the mother. It may occur also 
as an attempt to obtain objects to substitute in a symbol for the 
longed-for penis in the case of the little girl, or the more potent 
father’s penis in the case of the little boy. One boy who stole 
fountain pens for this purpose had accumulated 113 before he 
was apprehended. The delinquent act had become the means of 
allaying temporarily the anxiety created by the oedipal conflict. 

Destructive cruelty, such as beating a playmate or a dog, may 
similarly express destructive wishes toward a sibling, a father, or 
a mother. The satisfaction of the act then fuses the cruelty with 
love wishes which may also be directed toward the same pattern, 
and a sadist is born. 

Sexual delinquency is rarely serious in the latency period, ex- 
cept as it may indicate a method of solving conflicts and allaying 
anxiety which, if maintained, may Cause serious consequences in 
adolescence or adulthood. Peeping may be the normal result of 
unanswered questions, or it may be a compulsive and repetitive 
method of attempting to overcome a castration fear. The same 
may be true for exhibitionism and other perverted activity. The 
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dynamics are similar to those of the adult perverts’ exhibitionism 
and peeping, sodomy, and fellatio. In the child, however, the 
erotic drive is less intense, and, through wholesome education or 
through adequate treatment, the symptoms are less malignant than 
of those of the adult in whom the perversions have become a 
fixed pattern. 

Under common neuroses are included the various neurotic 
constellations which are described under adult neuroses: phobias, 
compulsions, hysterical phenomena, learning inhibitions, etc. 
The description of symptoms and dynamic analysis need not be 
repeated in this chapter. It should be mentioned, however, that 
in the latency period symptoms may occur transiently as tem- 
pony, methods of problem solving, but may be discarded in 
avor of more adequate methods when and if they become avail- 
able. An example of a transient neurotic symptom is the com- 
pulsive avoidance of cracks in a sidewalk entered into by mafıy 
children at a time when conflicts involving hostility versus tender 
feelings for a mother are being solved, This crack-jumping is 
accompanied by a revealing poem, “Tf you step on a crack, you 
will break your mother’s back.” Such experimental solutions, 

however, may remain permanent and a childhood compulsion 
neurosis develop, quite similar to that in the adult. 

Disturbances of the vegetative functions (5) are also found in 
childhood. Allergic disorders occur and exhibit various mani- 
festations at different times, disclosing the same mechanisms of 
causation as have been found in adults. Change in symptoms with 
change in maturation levels is particularly interesting and prob- 
ably due to changes in the problems the child must solve. The 
change from eczema to asthma is an example. Although’ the 
majority of the vegetative symptoms investigated have been 
found to have their onset most commonly at adolescence or 
later, still instances are unearthed quite frequently in any large 
pediatric practice or clinic, One sees ulcerative colitis, diabetes, 
asthma, skin disorders, alopecia areata, rheumatoid arthritis, hy- 
perthyroidism, and duodenal ulcer. y 

The psychoses, like the organic disorders with emotional eti- 
ology, are less common in childhood than among adolescents and 
adults, However, cases with classical symptoms disclosing severe 
pathological ego defects, disorientation to reality and delu- 
sional life have been described and analyzed. They show mecha- 
nisms similar to those of adults (8, 28, 50, 51), and have been 
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described as occurring in children with basically disturbed rela- 
tionship to the mother (76). Whether or not these conditions 
represent lack of development beyond Primary narcissism or re- 
gressive phenomena is not yet clear. However, accuracy in diag- 
nosis and analysis of the total development of the child may aid 
in better understanding of the conditions described by various 
authors and lead to a more accurate differential diagnosis be- 
tween psychoses and organic brain symptoms, a subject still con- 
fused in the literature, 
TREATMENT 


Psychoanalytic treatment of children, like that of adults, is 
based on the uncovering of the unconscious psychic conflicts 
which, in the ego’s attempt at solution, are responsible for the 
development of the symptoms. The more mature ego is capable 
of finding more adequate methods of adaptation. Anxiety initi- 
ated in infancy is easily resolved after it is disclosed and recog- 
nized as inherent in the infant’s incapability of avoiding suffering 
but as no longer appropriate to the abilities and facilities for 
adaptation accessible to the mature human being. The child’s ego 
is still in the making, and the younger the child, the less fixed 
the patterns and the less secure the standards to guide him. It is 
this difference in ego capacity which is responsible for an impor- 
tant difference between the technique of child analysis and that 
for adults. The analyst must not only aid the patient in resolving 
the unconscious conflicts which cause difficulty, but he must 
educate the child in methods of adaptation for use of the free 
energy in skills and social life. The child’s su erego, unlike that 
of the adult’s, has not arrived at true ende and still relies 
upon adult guidance and precept. He cannot find more accept- 
able standards of behavior methods of adaptation without help. 
The analyst may be called upon to set standards and goals. 

Anna Freud (37) discusses the importance of the analyst in 
education of the child’s ego during the analytic process and de- 
scribes various nation ais: By her honesty, her consistency, 
her understanding of the child’s wishes, and by offering him 
acceptable ways of satisfaction she temporarily functions as a 
parent, a wise parent in lieu of the unwise real ones. Therefore, 
as the pathological patterns are broken down and the impulses 

freed from repression, re-education into healthy expressions and 
-standards takes place. The educational process is improved by 
manipulation of school, home, and recreational facilities, to cre- 
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ate new impressions and new outlets for the child and to revise 
the demands made upon him by the outside world. Often the 
parents are encouraged to seek treatment for themselves, so that 
they no longer have the original neurotic attitudes toward the 
child and may create more easily a new home environment. At 
times, “collaborative therapy” of two analysts, one for parent, 
one for child, is recommended (65, 95). à 

Another significant difference between the child and the adult 
which influences the technique of treatment is the difference in 
mode and capacity of communication. Free association in the 
sense of adult analysis is impossible to the child except in late 
latency, when verbal facility is advanced. When the child recog- 
nizes suffering as coming from internal rather than external cir- 
cumstances, his therapeutic wish may be sufficiently great to aid 
him in co-operation with the analyst. Most children and particu- 
larly those with emotional problems distrust adults as a result of 
past experience and therefore refuse the confidences inherent in 
verbally free associative activity. Not only the fear of adults but 
also the child’s fear of his own impulses which have been 
“tamed” so recently and with such difficulty offer another resist- 
ance to free speaking which might easily uncover those wishes 
he fears. For most children, however, the analyst unravels the 
elements of the neurotic constellation as they are revealed in the 
child’s play or verbal and pictorial fantasies, in his attitudes 
toward the analyst, the parents, other adults, children, animals, 
and the like. 

Different also is the role of the analyst in the psychoanalytic 
process. Although Melanie Klein (67) contends that the relation- 
ship to the child analyst is that of a transference neurosis similar 
to the transference of the adult, the experience of most analysts 
has shown that it is only in part a transference neurosis and is 
also in part a new realistic relationship, as described by Anna 
Freud (37). This difference is due to the fact that, in general, 
children in treatment are still living with and reacting to their 
own parents and have not yet such fixed patterns of reaction that 
they transfer them to each new person. The younger the child, 
the less fixed the pattern and therefore the weaker the transfer- 
ence neurosis. 

It has been shown that this new relationship must be one in 
which the analyst is found to be sympathetic, riendly, and use- 
ful, different from the destructive characteristics of the parents. 
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To be confidential, the child must have a minimum of hostile 
feelings toward the analyst. A positive, dependent relationship is 
the most auspicious for cure (37). To create this positive feeling 
in the child, it is not only essential that the analyst behave differ- 
ently from the parents, but he must also like the child, since the 
child is dependent upon the feelings of adults in his environment 
for security and comfort and he is more sensitive than most 
adults to the actual feelings of other people. He senses intuitively 
and quickly ambivalence, rigidity, rejection on the part of the 
analyst. An introductory period for the development of this 
positive relationship is usually necessary in each child analysis. 
Anna Freud suggests that this period vary from one to several 
months, depending on the specific child’s fear of persons. In this 
period the analyst makes himself as useful and necessary to the 
child as possible, as a good companion in play, as an aid in making 
equipment, models, dolls’ clothes, or the like, and as a teacher of 
skills when the child so wishes. Once liking and confidence have 
been achieved, the little patient can confide more ay his fears 
and his attitudes and so work through feelings and conflicts 
which have developed through his relationship to his parents 
under whose influence he is still suffering. In the framework of 
this good relationship he avoids a major part of the transference 
neurosis and acts out his feelings toward the original objects 
upon whom he is still dependent. 

Sickness insight on the part of the child, if it may be obtained, 
is an advantage in the progress of treatment. A very young child 
is incapable of such insight, for his intellectual capacity is not yet 
developed sufficiently to differentiate adequate and inadequate 
social techniques, or relative suffering. The older the child, how- 
ever, the greater capacity he has to understand that his suffering 
stems from within and from unsuccessful behavior habits. His 
insight then creates a longing for change and a willingness to 
suffer the discomfort of further communication for the purpose 
of future happiness. To help the child to this sickness insight, a 
good relationship to the analyst is essential; for, before he is 
willing to face his weakness, he must know that, unlike the 
parents, the therapist will sympathize with rather than criticize 
his difficulties. t 

Sickness insight aids the child in understanding the relationship 
of the symptom to the conflict at its root, and in facing the origi- 
nal anxiety which grew out of it. As with the adult, to under- 
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stand is the first step in the resolution of an infantile conflict and 
is the basis for viewing it as no longer pertinent to the present 
stage of development. Thus before the child’s energy can be 
freed for use in adequate adaptation, interpretation is as essential 
as for freeing the adult. Direct interpretation may be possible in 
some instances if the evidence is clear, when, either because of 
his age or previous analytic aid, the child’s ego has become sturdy 
enough to face the anxiety which he could not face at the time 
of the onset of the symptoms, and when his wish to get well is 
great enough to give him courage to view previously unaccept- 
able facts abou himself. This situation rarely occurs, and, until 
nearly the end of treatment, most children shy away from a 
direct interpretation until it has become palatable by indirect 
methods. The indirect methods used are many and varied and 
depend to some extent upon the skill and bent of the analyst, 
partly upon the interest of the patient. Sometimes a story may be 
used in which the situation of the patient is portrayed in the 
characters of the tale. In other instances a correlation is made 
between the child’s fantasies and his own life, and yet again a 
comparison between others’ experiences and those of the patient, 
or a generalization that all children “feel that way sometimes” 
may introduce an interpretation. But, eventually, as in adult 
analyses, the interpretations will include explanation of origins 
and causes leading the child back to the forgotten traumas of 
earlier years and to the recognition of the present unreality of 

‚the anxiety. 

The frequency of treatment periods and the duration of treat- 
ment tend to vary much more in recent years than when child 
analysis was first developed. The five periods a week has been 
modified, depending on the optimum frequency and also on the 
actual difficulties of time taken in transportation, taken out of 
school or out of other healthy activities. To maintain an optimum 
condition for a good relationship and analytic progress, the child 
must not give up so much that he feels deeply peparen He must 
not sacrifice too much of companionship or suffer too much of 
ennui and discomfort, to make him dislike going to the treatment. 
Therefore, the optimum frequency is sometimes sacrificed for 
optimum co-operation. If not too infrequent, however, thorough 
analysis may be entered into even if the child is not seen daily. 
The author has found that at least twice a week is the minimum 
for progress. In general, one finds that the young child progresses 
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better, the greater the frequency. The frequency necessary for 
the older child varies according to the kind of difficulty and to 
the capacity of the child to maintain a continuous analytic rela- 
tionship during intervals. 

The details of analytic techniques will vary from age to age, 
as has been indicated. The younger the child, the more play will 
be used for communication and the less complicated will be the 
interpretations; the older the child, the more likely that the 
analysis will be conducted verbally in conversation, fantasies, 
dream retailing, and the like, even though play or constructive 
activity may occur concomitantly, and the more direct and 
inclusive the interpretations. Other modifications also are neces- 
sary in the treatment of the child and will depend upon the 
variations in the constellation of the character. Only a few may 
be mentioned here. Aichhorn (2) has described in detail the 
modification he developed for the treatment of delinquents who 
poneed corrupt pass and weak or criminal egos. He 

ound the creation of a loving, dependent, needful relationship 
even more necessary in these cases, and thus made himself not 
only a desirable person but an absolutely necessary person to 
such a child. For other forms of defective ego problems, as with 
many acting-out impulsive children, modifications also are used, 
in which the analyst, for a long time, acts in place of the ego for 
the child, protects him by kindly restriction and direction from 
acting out directly either destructive or erotic impulses. Also in 
the treatment of psychotic children the analyst may play a very 
active role, attempting to make reality sufficiently interesting to 
lure the child from his narcissistic and unrealistic autism. 


è 


D1acnosis 


Although, for practical purposes, classification of the child’s 
problems is made according to the area of disturbance, such 
symptom diagnosis is not all that is necessary for the planning of 
treatment. Of even greater importance is an evaluation of the 
dynamic causes of En symptoms, including the basic conflicts 
involved; the ego mechanisms used in attempted solution; the 
historical experiences which produced the co icts; the develop- 
ment of the symptoms and concomitant personality characteris- 
tics; and, finally, the effectiveness of the ego and superego func- 
tions relative to the normal expectation for the age of the child. 


t 
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From these data one can evaluate the capacity of the child to 
relate himself to the therapist, his capacity for insight, the sever- 
ity of the illness, and the strength of resistance to treatment he 
may offer. 

For such a dynamic diagnosis, a careful developmental history 
from the pepe is valuable. Many projective tests, based on 
psychoanalytic principles, such as the Rorschach, Szondi, and 
Thematic Apperception tests, may be useful, for they give 
detailed information concerning kinds of fears, conflicts, and 
automatic solutions. Finally, and probably of greatest value, is 
the preliminary period with the child, when the analyst may 
explore the child’s social attitudes, his fears, and his methods of 
self-protection as they occur in the new situation. 


PREVENTION 


A word on prevention should not be omitted. The more we 
know of the emotional experiences during development which 
initiate psychic disorders and of those which maintain the 
pathology, once it is started, the wiser we can be in promoting 
healthy development and avoiding personality distortion. Ob- 
viously, healthy, loving parents are essential in our society, in 
which the child is reared in the family unit. Therefore, anything 
which promotes adult mental health is a cornerstone in the 
building of child mental health, be it adult education, adequate 
facilities for work and play, economic security, or psycho- 
therapy. 

Equally important is knowledge of the child’s needs, which 
the loving parent, the teacher, and the physician can use to avoid 
the traumata of sudden pleasure deprivation, painful separation, 
demand of performance beyond his capacity, physical pain 
without protective sympathy, and the like. The more wisely the 
child is fed, is trained, is guided and taught, the greater his 
facilities for learning social skills to expend his energy; the fewer 
catastrophic experiences he is exposed to; and the more likely he 
is to grow into a sturdy, happy, creative person. It is obvious, 
however, that one cannot offer any child ideal conditions, and, 
in spite of good preventive measures, problems may develop. If 
they do, prevention then of future difficulties is possible if early 
diagnosis is made and treatment is provided, before the patterns 
are so fixed that the crippling is only partially reversible. 
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CONTRIBUTIONS OF PSYCHOANALYSIS 
TO THE STUDY OF ORGANIC 
CEREBRAL DISORDERS 


Henry W. Brosin, M.D. 


Review or STUDIES OTHER THAN PSYCHOANALYTIC 


ECAUSE of the high cost, emotional and financial, of 
personality disorders, increased concern has been ex- 
pressed about the failure of the behavioral sciences to 

make more significant progress in their prediction and control. 
The full story of this failure must be left to the future, but a 
brief survey may present some of the more obvious barriers to 
progress. The crucial lack of quantitative and more flexible, yet 
useful, methods is probably the most important handicap. This 
seems to be especially true in those human organisms whose 
central, nervous system and total personality organization are 
under the stress of cerebral organic deficit. Psychiatrists and 
neurologists in the past did not as a rule devote themselves in- 
tensively to the psychological study and treatment of organic 
cereal disorders after the diagnosis was made, because treat- 
ment was often difficult and unrewarding. The malarial treat- 
ment of paresis and the successes of Goldstein, ed eae and 
others in treating the head injuries of World War I called atten- 
tion to the fact that many of these supposedly hopeless cases 
were amenable to expert treatment by trained personnel. 

Some progress has been made recently in methods of treat- 
ment through the utilization of complex Kam settings with 
specialized equipment and newer methods of group and indi- 
vidual therapy. However, the long, arduous training regimes 
required for treating head-injury cases are too consuming of 
time and energy to permit most physicians to make this a major 
lifework, with the consequence that these duties have been 
relegated to new classes i well-trained lay therapists who do 
most of the exacting work (58, 135). Unfortunately, this shift in 
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responsibility as well as in method of treatment to lay therapists 
results too often in separating the patient from his physician to 
such a degree that the latter loses intimate working knowledge of 
his patient. This lack of working together results in impoverished 
experimental investigation of patients with organic deficit, even 
though they are among the most challenging and baffling “ex- 
perimet of nature.” In spite of much good treatment in the 
atter years of World War II, relatively few new insights were 
gained. This fact is almost as amazing as the circumstance that, 
in spite of thousands of studies by hundreds of competent work- 
ers, there is only confusion and contradiction about both facts 
and theories. Goldstein, who published his first paper on aphasia 
in 1906, ascribes this lack of unanimity to the extreme impor- 
tance of a personal bias (subjective attitude) in the d of 
examining the patient, reporting observations, and making inter- 
pretation (58, p. x). 

Many protocols are valueless because the facts recorded are 
not comparable; the focus of interest varies from gross anatomic 
localization to cleverly controlled experimentation and sophisti- 
cated interpretation from many points of view. Unfortunately, 
the organic psychoses and the disturbances of the language 
function which are often their outstanding symptoms are not 
easily explicable by one hypothesis but must be studied as total- 
personality involvements. This Dire knowledge of the im- 
portant properties of the organic deficit, of the kind of person 
the patient is and of the defenses which have been called out to 
protect the patient against his deficit, and, finally, of the genetic- 
dynamic developmental history which makes this interplay more 
intelligible, including the pertinent physical, intellectual, and 
social factors in both past and present. The fragmentation of 
opinions is so intimidating that, in spite of extensive activity 
before 1910, only five publications have dared to make a compre- 
hensive survey of the field of aphasia during the last forty years 
(58, p. vii). 

This brief introduction will help explain why psychoanalysts, 
most of whom are private practitioners preferring ambulatory 
cases with a more favorable prognosis, have not been more 
active in this field. The glorious beginnings of nineteenth-cen- 
tury neurology failed their promise when confronted by the 
anatomic, physiologic, and psychologic complexities exhibited 
by these cases. The simple reflex circuit diagrams and their 
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associated concepts were inadequate to support the myriad con- 
tradictory facts which intensive clinical examination produces. 
Although many early analysts were trained in neurology, they 
were, in the early days of analysis, in no better position econom- 
ically to study these cases than were their colleagues in psychol- 
ogy or neurology. In addition, they were handica pel by the 
fact that they had few hospital appointments to facilitate this 
work and that the prognosis was so poor that it was not practical 
for them to spend their time in this way, especially since other 
fields of treatment were much more attractive for both theoreti- 
cal and practical reasons. 

The theoretical and practical gaps which kept experimentalists 
and clinicians, especially analysts, apart no longer seem to be 
such formidable barriers. The more comprehensive attitudes 
currently growing at an accelerated rate in adh groups present 
more than a mere hope that productive collaboration is possible. 
Tangible experimental work projects already under way before 
1943 in the field of objective studies of psychoanalytic concepts 
number well over one hundred, while a survey of the literature 
on experiments with the psychoanalytic process itself and on 
mechanisms such as aggression and substitution reveals over 
eighty studies (150, 151). While Sears concludes that experi- 
mental psychology has not yet made a major contribution to 
these problems, he asserts that some progress has been made in 
understanding the dynamics of personality. He doubts the ap- 
propriateness of any attempt of experimental psychology to test 
psychoanalytic theory, since “available techniques are clumsy,” 
and advises experimentalists to get as much help as they can from 
psychoanalysis in order to build up a system based upon be- 
havioral, instead of experimental, data (150). The more recent 
work of Levy (108) on affect hunger and the studies of Spitz 
(157, 158, 159, 160, 161), and Bowlby (22) on the depressions 
in babies brought on by separation from the mother and by ma- 
ternal deprivation, and similar studies by J. P. Scott (148), of the 
Jackson Laboratories, on puppies are examples of the more inte- 
grated type of experimentation. The collection of essays, Organi- 
zation and Pathology of Thought, edited by David Rapaport 
(133), is an excellent introduction to the problems before us. 

Even though many problems of psychoanalysis are not yet 
amenable to rigorous experimental verification, there are many 
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signs that the entire field of research in personality is becoming 
more adapted to problems at the human level. Leading psycholo- 
gists, although not concerned with psychoanalysis, are broadening 
their experimental horizons and methods so that they can deal 
with data which will be significant to the clinician. These ad- 
vances are not fully reviewed here,’ but several representative 
workers will be mentioned, in order to furnish the student with a 
few guideposts for his own exploration. 

It has been said that psychoanalysis and “learning theory” have 
contributed most to the advances in personality study (101). 
Each year sees a new series of books and papers substantiating this 
view, though at this time a truly unified theory cannot be offered. 
A critical survey of learning theories by E. R. Hilgard (81) 
points out their similarities and differences and the experimental 
work which gave rise to them. Such work gives hope to those 
clinicians who need sound psychological theories dealing with 
data on perception, memory, motivation, learning, etc., even 
though at this time “there are no laws of learning which can be 
taught with confidence” (81, p. 326). Hilgard points out that, 
while psychology is a young science, much work has been done 
since Ebbinghaus gave it a good start in 1885. Hilgard cites the 
following reasons for the lag: 

The concepts appropriate to this field are not ready, since motivated 
control of learning and more careful delineation of different types of 
learning are not given the necessary prominence. There has been too 
much inappropriate quantification. Most psychologists and psychiatrists 
welcome sound quantification, but they deplore the execution of crude 
experiments which do violence to the real problem in order to achieve 
quick a el results. Psychologists and psychiatrists alike need new 
methods to deal with significant subject matter rather than trivial content 
which yields superficial quanta. The preoccupation with comparative 
methods needs to be put in proper perspective. Animal experiments are 
valuable if they shed light on human behavior; but since humans are able 
to use language more complexly than animals, they probably learn differ- 
ently, Therefore, as much work as possible should be done on humans, 
with careful attention to those animal experiments which will be useful 
for comparison. The importance of animals for surgical work and for 
genetic studies on heredity is self-evident, but in many other areas too 
great a price has been paid for insignificant results [81]. 


This judgment is supported by an intensive analysis of the statis- 
tical studies of Rorschach Test results by a statistician, who 
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points out the inadequacy of older methods for dealing with pro- 
jective techniques (31). Direct physiological experimental ap- 
proaches are highly desirable, and, when new electronic devices 
permit, they will furnish vital information about the complex 
processes involved in thinking. Possibly more skilful work on 
lower animals would permit crude beginnings even now. In all 
justice, though, we have no reason to believe that neurophysio- 
logical data would alter the problems of memory and learning in 
ordinary life-settings. The way most people live together prob- 
ably will not be greatly illuminated by electronic descriptions of 
behavior, even though they may or the origin of some dis- 
eases. 

One typical citation from such leaders of neurophysiology as 
Sherrington (154), Adrian (7), and Lashley and Wade (105, 
106) regarding the inadequacy of neurology may suffice to help 
the understanding of problems of thinking: 

At the present time nothing whatever is known concerning the nature 
of the alterations in the nervous system which constitute memory traces. 
Knowledge of cerebral physiology is in fact so limited that it does not 
even lend a greater plausibility to one than to another of the many specu- 
lations concerning the organic basis of memory with which the literature 
is burdened, Association with direction of flow of nervous excitation or 
with a ratio of excitation is neither more nor less fantastic as a physio- 
logical theory than is association between hypothetical conditioned-reflex 
arcs, The only relevant facts are those of psychology ... [106, p. 86]. 


Lashley does not share Sherrington’s pessimism about under- 
standing the relations between mind and brain; he believes that 
the principle of organization and an operational point of view 
make a connection possible. Factors supporting Lashley’s view 
are the physiological discoveries concerning the intricacy of 
cortical organization and the experimental demonstration of re- 
current or reverberatory circuits by Lorente de Nó (113, 114, 
115), a demonstration which greatly enlarges the previously 
limited picture of central nervous system organization as a primi- 
tive set of reflex connections. Electrophysiologic studies of the 
cortex support this more flexible view and open up further pos- 
sibilities for understanding psychological activity as independent 
of particular nerve cells. Lashley’s experiments require central 
nervous system organization in which there is reduplication of 
Finke eh: that is, an equivalence of parts which per- 
mits “functional effects which are independent of the particular 
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structural elements transmitting the pattern.” Such a model per- 
mits study of problems in perception, even though they have not 
led to a common description of organization. 

A second point of convergence of physiology and psychology 
is motivation. The work of Beach (14, ı5) suggests that “de- 
struction of parts of the cerebral cortex reduces the intensity of 
the sexual drives, somewhat in proportion to the extent of dam- 
age. Males with more than half of the cortex removed may show 
no reaction to a receptive female. Large doses of testosterone, 
however, will restore them temporarily to normal interest and 
activity.” Similarly, revival of the maternal drive has been 
achieved by hormone injections by Wiesner (177). In rats “these 
primitive drives, chemical, environmental, and central nervous 
factors are somewhat interchangeable. The ultimate mechanism is 
the nervous organization of which the excitability may be in- 
creased by (1) the hormone, (2) appropriate stimulation or (3) 
some factor which correlates with the amount of nervous tissue 
intact” (14). 

A third common interest is in the organization of intellectual 
functions. Heretofore, interest had largely centered on what has 
been done, rather than how it was done or how the functions are 
related. It has been common practice heretofore to group to- 
gether a series of patients’ eh to given tasks, such as 
serial addition, block manipulation, picture reproduction, or in- 
terpretation of test material. The groupings are called by such 
names as “recent” and “remote” memory, “perception,” “emo- 
tion,” “imagination,” “reasoning,” and “abstraction.” It is pos- 
sible that these artificially created classes do not represent similar 
functions (processes), and this would help to explain why it has 
not been possible to understand or classify in these terms the 
mental defects from organic brain injury. Numerous criticisms 
exist of the fact that one cannot understand loss of memory for 
names of common objects (amnesia, aphasia), inability to form 
individual words (verbal aphasia), inability to comprehend spa- 
tial or temporal or other relations when presented in words, and 
related symptoms in terms of these classical academic categories. 
A new Psychology of language and a new neurophysiology are 
required to make these complex facts intelligible. 

Another mt of possible co-operation is the use of factor 
analysis, as developed by Spearman and Thurstone (172). It is 
not unlikely that detailed analytic data on such common activities 
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as eating, working, dreaming, and menstruation not only would 
reveal a dynamic picture of a kind which is well known to psy- 
choanalysis but would, in addition, provide the factor analyst 
with data which might throw some additional light on the prob- 
lems of thinking in aphasics and normals. However, before major 
insights can be expected from this type of analysis on large 
groups, the groundwork will probably have to be laid by per- 
sistent re-examination of the single case. No less an experimental- 
ist than J. B. Watson, the behaviorist, said that he vireflered to do 
one thousand tests on one rat rather than one test on one thou- 
sand rats, thus expressing the preference of most analysts; but 
for scientific purposes it will be essential to pursue several meth- 
ods of inquiry. 

Lashley is confident that an understanding of thinking is pos- 
sible in terms of organization of both mental and physiological 
elements. “Perhaps the most important contribution of psycholo- 
gists to this problem has been the realization that the characteris- 
tics of the mental can be stated meaningfully only as a structure 
or organization of elements which are themselves as purely con- 
ceptual as is the u of physics. Such a notion was fore- 
shadowed by the growth of behaviorism, but it remained for the 
logical positivists to develop a critique of scientific thinking which 
gives it rigorous formulation” (105). 

Further evidence that the resolution of some problems of 
thinking lies in the search for correspondence of organization be- 
tween mental and neurological functions is perhaps given by the 
statement of an electrophysiologist, Gibbs: “The behavior of 
brain waves seems more psychological than physiological” (55). 


FREUD As NEUROLOGIST 


It is a historical curiosity that, according to Brun (24), Freud, 
the father of psychoanalysis, should also have been “the most 
significant predecessor of von Monakow” in neurology. In thirty 
publications, Freud demonstrated his creative talent in making 
significant contributions to the study of the development of the 
posterior roots of the spinal cord, the genetic development of 
unipolar from bipolar cells, the fibrillar structure of the axis cyl- 
inder, and the motility of the ale in the nucleus. Thus 
he gave an improved picture of central nervous system function 
and structure, foreshadowed the neuron theory, and invented a 
microscopic method for tissue preparation and a new micro- 
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scopic stain (gold chloride for axis cylinders)—not to mention his 
cocaine research and clinical investigations on the cerebral diple- 
gias in children, bleeding in scurvy, syringomyelia, acute multiple 
neuritis, early hemianopsia, etc. (24, 59, 92). For this chapter, 
however, his most important monograph is Zur Auffassung der 
Aphasien (46). Here Freud, after his work with Meynert in 
cerebral anatomy, takes sharp issue with the then commonly ac- 
cepted localization theories of Wernicke-Lichtheim and writes in 
favor of a more functional view of the central nervous system, 
which inclines toward Hughlings Jackson’s conceptions. In much 
that he wrote before 1893, Freud anticipated the findings and 
interpretations of neurologists who followed him. His concepts of 
ego function, while crude, are not unlike those of leading neuro- 
physiologists today (7), and they may be more useful for some 
time to come. He began at the ground floor and developed a 
discipline and rigorous attitude which served him well when he 
dared explore alone the dread world of the unconscious. In spite 
of his pioneer work on aphasia, neither he nor his pupils returned 
to it seriously. Later historians may chart the ebb and flow of 
fashions in this as in other sciences. Perhaps the dearth of interest 
up to now will presently be replaced by new activity with better 
techniques and more suitable cases. 

The vocabulary in this chapter will illustrate current difficul- 
ties in exposition: Ferenczi’s libido theory and his description of 
ego function will not satisfy those with newer definitions, nor 
will “regression,” “sexual fixation,” “castration” or “oedipal” 
phenomena please those who speak in broader terms, but I shall 

„try to transcribe accurately the intentions of a few of the older 
writers, in their own vocabularies. 


GENERAL PARESIS OF THE INSANE 


For years before Noguchi and Moore demonstrated the spiro- 
chete in the brain of paretics in 1913, shrewd clinical psychia- 
trists, through observing the mental status, had guessed that some 
of the symptomatology was due to organic deficit and related 
compensatory mechanisms. Unfortunately, psychological test 
methods were not sufficiently developed to demonstrate organic 
deficits neatly, and this caused most clinicians to lose interest in 
the problem, They also neglected the study of the content of the 
delusions and hallucinations because they felt that there was no 
sense in trying to understand these fragments of an organically 
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disordered brain, even though highly respected psychiatrists like 
Bleuler and Jung had demonstrated the seating eles of schizo- 
phrenic delusions in 1906. 

In 1925, Hollös and Ferenczi (85) advanced earlier considera- 
tions markedly by examining more closely whether such disor- 
dered functions as the dementias, memory loss, grandiosity, and 
use of numbers in paretics were arbitrary or whether there were 
psychological determinants. They cite numerous examples to 
support the latter hypothesis, meanwhile building up, both ex- 
plicitly and implicitly, a picture of the ego as an organ of the 
central nervous system. That the preferential use of numbers and 
the content of the delusions are related to life-experiences is rela- 
tively easy to accept, but to appreciate that the repression in a 
paretic is a repression of his awareness of his sickness is a step 
forward which helps us understand mental states in severe chron- 
ic diseases, such as advanced tuberculosis and multiple sclerosis. 
The description of the return of the repressed in symptomatic 
behavior, together with the wish-fulfilment fantasies based upon 
early life-experiences, makes much confusing behavior more in- 
telligible. Hollós and Ferenczi point out specificall that such 
behavior is possible “only by an infantile regression of the critical 
faculty” (85, p. 16). The relation of this observation to others 
that the principal cortical changes in paresis may be in the frontal 
lobes (80, 141, 176) needs more sychologic and psychoanalytic 
experimental verification, es easly in the lobotomy series. 

Ferenczi then developed a further theory that injury to, 
or disease of, the body or an organ causes withdrawal of libido 
(in Fenichel’s terms, “supplies” of love, affection, interest) from, 
the ego’s attachments to objects in the outer world and focuses 
them on the sick area. The concentration of energies upon the 
self may recapitulate the infantile state of narcissism before ob- 
ject relationships were established. That such redistribution of 
energies is important for healing is asserted by Ferenczi in dis- 
cussing war wounds. Soldiers who had a severe flesh wound did 
not have such severe psychological difficulties as did those who 
were not organically maimed. Presumably this bound energy, 
says Ferenczi, is not free to move about and thereby cannot be 
used to cause neurosis. Furthermore, he points out that severe 
organic injury to a highly erogenous zone may cause a psychotic 
reaction, such as are seen in puerperal psychoses, and that major 
psychoses caused by psychological conflicts (manic-depressive 
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disease and schizophrenia) are cured by some severe trauma or 
intercurrent infectious disease. That this occurs occasionally is 
attested by reports and verbal communications. Perhaps our cur- 
rent experience with shock and surgical procedures causes us to 
be skeptical of a single simple explanation which really does not 
explain, namely, that the surplus libido is bound in the diseased 
area. Nevertheless, Ferenczi makes the daring jump to envision 
paresis as a cerebral pathoneurosis, that is, the brain becomes an 
erogenous zone by a complex system of displacement upward, 
which when injured causes a neurotic reaction of the entire per- 
sonality. It is carefully emphasized that the somatic signs and 
symptoms in all body systems due to the physical injury are of 
pny importance. These symptoms may be expressions of the 
oss of brain tissue or the restitutive efforts of the organism to 
such loss. In addition, however, there are those functional dis- 
orders which express the disorder of “the equilibrium in the 
housekeeping of the narcissistic libido” (85, p. 34). 

Ferenczi thinks that, of the various phases of paretic progres- 
sion (cf. Bayle’s initial depression, maniacal excitement, paranoid 
delusions, terminal dementia), only the early “neurasthenic” 
symptoms are attributable to organic defect. For example, di- 
minished potency is interpreted as withdrawal of libido from 
sexual objects for some other use; that it is not simply organic is 
shown in its later return. The frequent hypochrondriacal com- 
plaints are probably expressions of the ingoing libido. Euphoria 
and enhanced interest in objects are only overcompensations, 
masks to hide the twofold damage to the body and the ego. 
Melancholia becomes the rule when the ego is forced to recog- 
nize the injury, and the familiar dynamics of Abraham (2) and 
Freud (50) help explain the further progress of the impoverished 
ego. The ego can compensate (withdraw into a pathoneurotic 
hypochondria or expand in a reactive euphoria) so long as the 
loss involves only various peripheral organs, but when the de- 
structive process attacks the “most highly estimated activities of 
the ego—the intellect, morality, esthetic sense—the self-observa- 
tion of such a deterioration must draw after it the feeling of im- 
poverishment of the sum total of narcissistic libido, which ‘ac- 
cording to our suggestion, is connected with the supremacy of 
the higher psychical functions” (85, pp. 37-38). 

This latter state is a crucial blow to the self-esteem, which, 
with other complications, leads to melancholia. Apparently 
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much body destruction can be tolerated if the ego’s activi- 
ties furnish libidinal satisfaction, but if both body and psycho- 
logical gratifications are lost, the pain to the ego becomes suffi- 
ciently intolerable to accept psychotic solutions such as: (a) 
mania (dissolution of ego ideal into narcissistic ego) or (b) delu- 
sions of grandeur (hallucinatory wish-fulfilments). 

How can systematic, albeit disordered, processes such as these 
affect an ego disintegrating under attack = an organic disease? 
Ferenczi’s explanations are clear enough, but the reader must re- 
call that his paper was written before Freud published The Ego 
and the Id (49) and lacks the more specific definitions of ego 
and superego functions to which we are now accustomed. 

The ego develops from its early stages of unrestrained or hallu- 
cinatory omnipotence, through the stage of magic gestures, later 
to phases when the reality principle gradually becomes domi- 
nant.? Through this development, the ego is enabled to separate 
personal wishes from those demanded by forces outside itself; to 
master adaptive processes, such as alertness, cleverness, prudence, 
wisdom, and morality, and yet at the same time to remain elastic 
for new adaptations. This comes about gradually through a series 
of interpersonal relations, of identifications with superior figures 
into a more or less integrated superego (ego ideal), which in time 
also becomes to the ego functions an object like outside reali 
and the id. Reality testing remains a function of the ego; wit 
every new mastery of function there are numerous rewards, such 
as the attainment of an ideal, narcissistic gratification, improved 
prestige to the ego, and the well-being which comes with recov- 
ery from a tension state. In paresis, with decline of ego mastery, 
there occurs regression to the earlier states of infantile omnipo- 
tence. “General paresis seen from the psychoanalytic viewpoint, 
is really regressive paresis” (85, p- 41)- These hypotheses con- 
firm Freud's prediction that the analysis of the psychoses will 
show conflict and substitution mechanisms in the sphere of ego 
psychology similar to those found in psychoneuroses, namely, 
conflicts between the functions of the ego and one of its objects. 
An overly simplified formula states that in neuroses the conflict is 
between the ego functions and the id functions, while psychoses 
are major maladaptations because of similar disturbances between 
the ego functions and the environment. Repression in neuroses 
may be replaced by a manic phase in paresis, the mechanisms of 


2, For a detailed summary of ego development see chap. iv. 
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the latter being “sequestration” of the noxious ideas, thus pro- 
tecting the ego from further diminution of self-esteem. The 
“sequestration” may expand into compensatory delusions of 
grandeur, power, potency, the patient’s age before illness, or a 
projection of his illness. There may be highly active perverse 
sexual activity. There may appear in paresis a kind of melancholia 
which is different from the psychogenic type which mourns the 
loss of an ideal, but becomes a grief over the successive 
organic loss of one level of identification after another, a dissec- 
tion, as it were, of one ideal from another as in dreams and psy- 
choses, showing how multiple identifications are integrated into 
the ego-superego systems and how they may retain Deepen thes 
(separate identity) under these circumstances. 

The explanation of why one patient develops a manic or de- 
pressive or nase progressive demented phase follows the fa- 
miliar lines of presupposing constitutional and environmental fac- 
tors, stressing the latter in the genetic dynamic sense. The weak 
links, interpersonal relationships, in ego and libido organization, 
the fixation points in development, and the specificity and sever- 
ity of the trauma are points of ea which help us to under- 
stand the development of a pathological process. Habitually ego- 
centric characters will develop different clinical forms of paresis 
from those individuals with numerous liberal relations to others; 
those patients with strong genital primacy will differ markedly 
from those who regress easily to the polymorphous perverse sex- 
ual practices of childhood. The speed of the organic paretic 
process may be significant, since sudden loss may occasion a more 
violent grief reaction, which is less likely to bring on a paretic 
mania or melancholia than in a slowly pee disease. A 
more complex analysis may show that, if the basic “ego nucleus” 
of Ferenczi (superego) survives the paretic destruction to both 
physical and psychological functions, there will be stronger psy- 
chotic reactions (compensations). If these superego and ego 
functions are also involved, then there will be proportionately 
greater evidence of simple deterioration. The excited manic paret- 
ic or the incessantly melancholic one is not so devoid of insight 
as was commonly written into hospital records. From this it ap- 
pears that the prognosis in these types after the various malarial 
or pyretotherapies is much better, with only slight defects remain- 
ing. The so-called “galloping” or “agitated” clinical types are 
perhaps best explained, according to Ferenczi, by assuming that 
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the disease process begins in the “ego-nucleus,” not in the “ego- 
periphery,” and that the psychological forces which normally 
hold the various elements of the personality together, even 
against noxious attacking forces, are hailing to function, thereby 
permitting the patient to slip into various fragmented identifica- 
tions and personifications. This process also exists in acute toxic 
deliria for similar reasons. Could it be that in these patients the 
prefrontal lobes are predominantly involved? “These specula- 
tions on a stereo-chemistry of the psyche” are offered provision- 
ally by Ferenczi, with the belief that “many psychotic manifesta- 
tions of general paresis, as well as the entire course of this disease, 
prove themselves to be not inaccessible to psychoanalytic ex- 
planation” (85, p. 48) and that sychoanalysis can offer much to 
the study of organic cerebral disorders. 

Most experimental psychologists and psychoanalysts will agree 
that the data from patients as translated into the Freudian idiom 
give unified understanding to otherwise fragmented clinical in- 
sights. The picture of the ego as an organ, under stresses inter- 
nal and external, fighting to maintain the integrity of its func- 
tions—perceptive, receptive, integrative (or anizing), and execu- 
tive (motor)—even under savage onslaught, like a well-disci- 
plined, though damaged, army in retreat, is a useful metaphor, 
however crude it may be for later refined study. Some of the 
experiments suggested, namely, those dealing with the types of 
ego disintegration in relation to physical damage to brain tissue 
as to both mass and location, have first-rate quality; the clinical 
dissection of the symptoms into those which are specific organic 
brain deficits, those due to general tissue destruction and debility, 
those due to psychological realignment of personality forces, and 
those due to numerous compensatory reactions deserve much 
more attention from clinicians and laboratory workers. Loboto- 
my and lobectomy cases are especially good controls which en- 
able workers to study at length and in adequate numbers the 
correlations here suggested (73, 75)- 5 

Although Ferenczi’s provocative hypotheses were widely 
commented upon, few analysts continued work directly on this 
problem. Schilder (147), concentrating on a method of studying 
dementia in these cases, told paretic patients short stories and then 
requested reproductions. he errors, omissions, and substitu- 
tions in the patients’ distorted recall furnished Schilder with data 
which caused him to assert that the paretic mental processes were 
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essentially those in the Freudian unconscious, with some resem- 
blances to and some differences from schizophrenic thinking. 
Most important was the avoidance of reality by schizophrenics, 
whereas paretics made desperate efforts to maintain contact. 
Schilder am that the schizophrenic also uses archaic material, 
while the paretic uses only actual material. Because of these con- 
victions, Schilder denied Ferenczi’s thesis of regression. Far more 
observation is essential to verify the larger meaning of both 
propositions. Perhaps the dispute is founded in a failure to define 
the terms adequately, for Schilder is right when he states that the 
paretic ego resists regression but wrong if he denies libido regres- 
sion (97). If we adopt Freud’s description of ego regression, as 
evidenced by the frank exhibition of unconscious mental mecha- 
nisms, then by Schilder’s experiments we would consider ego re- 
gression present. Katan takes this position after examining some 
paretics both before and after malarial therapy. He does not sup- 
port Schilder in the latter’s assertion that regression is not present 
until after malaria, for he thinks that both the dynamics of the 
content and the mental status are evidence of regression; but he 
agrees that patients treated with malaria show many more symp- 
toms, ey him to a suggestion that there must be attempts at 
recovery before one can see symptoms of regression. Since 1918 
the use of malaria and pyretotherapy has spread so widely that 
we see relatively few severely regressed paretics; furthermore, 
they are treated so quickly that no prolonged pretreatment study 
is possible; it is likely that appropriate methods to study dementia 
will be developed in other diseases (152). 

W. C. Menninger (118) has reported work on forty-three 
cases of juvenile paresis observed personally and has reviewed 
610 cases rid in the literature. Since 40 per cent are feeble- 
minded and most of the remainder confused or regressed to 
simple dementia, with inadequate emotional response and restless 
purposeless behavior, there was little opportunity to study the , 
dynamics of regression. Grotjahn (69, 70), re orting 57 cases, 
describes. the essential unity of personality and reintegration of 
the ego, even with somatic defects, tee malarial treatment. 
Both Menninger and Grotjahn examine the dynamics of the dis- 
turbed behavior in order to make it more intelligible. Menninger 
finds progressive regression of both ego development and libido 
distribution as observed by Katan. Since in most cases the per- 
sonality is not well developed, there is little evidence of acute 
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symptom formation such as is seen in adults, but fragmented un- 
conscious insights, depression, grandiose delusions, and other 
psychotic mechanisms are occasionally observed. Autoerotic phe- 
nomena are frequent. Grotjahn (70) extends the description and 
develops the dynamics of the symptom formation mg juvenile 
paretics in terms similar to Ferenczi. 

Hartmann and Schilder (79) were able to hypnotize mildh 
ten of fourteen paretics with the aid of medinal and paraldehyde 
but were unable to produce catalepsy, amnesia, or real sleep. 
They speculate upon the cortical and the ventricle damage pres- 
ent and hypothecate its effects upon the dama ed ego structure 
or the failure of the sleep apparatus in lieu of a tenable neuro- 
physiological hypothesis, which will come only with new data. 

Coriat (30) summarizes his experience in terms of tissue de- 
struction, which causes damage to the ego apparatus, the pre- 
conscious system, and the libidinal mechanisms of the id and 
hence makes possible delusions and hallucinations which are akin 
to the formations of dreams. When the repressive functions of 
the ego are diminished, the wish-fulfilment impulses of the id 
force their way into awareness. In this sense paresis, an organic 
disease, says Coriat, is dynamically similar to a major functional 
psychosis. For when the ego functions are impaired, that is, un- 
able to maintain equilibrium with the outer and inner forces ac- 
cording to the reality principle, then there occur the regressive 
phenomena of the pleasure-principle level of infancy. It is not so 
easy for us now to say, as Coriat does, that an acquired dementia 
is an organically conditioned fixation, since we take a more com- 
plex view of these concepts and are less friendly to such mechan- 
ical models or personalized entities. Even in the vocabulary of 
interpersonal re ations, however, these models cast some light on 
clinical events. Rapaport’s publications (132, 134) on the psy- 
choanalytic theory of thinking and the papers by other authors 
in Organization and Pathology of Thought (133) will be helpful 
to those who pursue the elusive questions just described. 


EPILEPSY 
Clinical psychological examinations of epileptic patients indi- 
cate that (4) the organic lesion is permanent, with crippling ef- 
fects upon mental and physical behavior; (b) the handicap to the 


person is dependent on his personality organization, as well as on 


the size, location, and nature of the lesion; (c) the personality 
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disorganization may be directly caused by the lesion or only 
modified by it in various ways, both direct and indirect. 

If the ego is conceived as the organ of the mind with percep- 
tive, integrative, and executive functions with which the mind 
meets internal and external reality, it will be under stress when its 
habitat, the body, is injured. Not only does the ego have a defec- 
tive instrument with which to do its work, but it suffers itself a 
loss of well-being and completeness, and therefore seeks recom- 
pense by self-love and self-protectiveness—a process which has 
been described as withdrawal of the libido from outside inter- 

- ests. The narcissistic investment of the ego is often present in any 
type of organic illness, and, while useful to promote healing, it is 
unattractive because of the resultant selfishness, dependence, 

uerulousness, demandingness, and critical complaining. Usually 
the ego draws to itself more libido than is necessary for healing, 
thereby diminishing the amount of energy available for outside 
activity, productive work, and mature human relations. There is 
another penalty when excess libido is bound inwardly, for, as 
was seen in the patients with general paresis, this energy must be 
used in some fashion. The accumulating energy may build up 
tensions which precipitate or augment epileptic attacks. In so far 
as some of the inwardly bound energy may be destructively ori- 
ented, the already weakened ego energy is unable to turn this 
into socially acceptable channels and suffers even more damage. 

Psychotherapy, then, may be highly useful in reducing attacks 
by reducing the accumulation of ego-bound (narcissistic) libido. 
This can be done through encouraging constructive activities 
which drain off this libido and permit the patient to be healthier 
and more efficient and to achieve higher levels of satisfaction. A 
long educative process may be necessary to permit the patient to 
persuade himself on his own initiative that he may abandon his 
magical defenses and autoerotic narcissistic gratifications for 
small but solid achievement. 

Following Freud’s exposition in 1928 of the affective compo- 
nents in the convulsive disorders in “Dostoevsky and Parricide” 
(48), analysts have been interested in the psychological determi- 
nants of this disease. Although Freud distinguished sharply be- 
tween organic and affective epilepsy, it is clear that he regarded 
convulsion as a relatively nonspecific somatic reaction which 
permits discharge of Large masses of stimuli that cannot be 
handled psychically. Other clinicians have commented that 
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practically anyone under proper circumstances may be 
forced into some form of epileptic reaction: petit mal, staring, 
absent-mindedness, sleep starts, outbursts of rage, teeth-grinding, 
jaw clenching, numbness (13, 62, 95, 107, 15 5). Accumulations 
of hostile destructive forces which cannot find appropriate out- 
lets will in predisposed individuals be expressed as epileptiform 
or convulsive states. More detailed expositions of the interpreta- 
tions of individual symptoms in concrete cases can be found in 
the articles cited. 


Hypnosis IN THE BRAIN-INJURED 


Earlier workers have found that most brain-injured patients 
were not amenable to hypnosis, nor could suitable results be 
obtained with those showing some susceptibility. Hartmann and 
Schilder (79), using medinal and, paraldehyde for induction, 
were able to hypnotize ten of fourteen patients with paresis, 
many of them with severe dementia. een only O. Vogt 
had attempted to do this earlier, and he stoppe with superficial ` 
(light) induction. Hartmann and Schilder found only light 
induction possible, usually without real hypnotic sleep, amnesia, 
or motor phenomena. Suggestions to hallucinate and inability to 
open eyes were successful. Hartmann and Schilder were im- 
pressed by the sensory phenomena (hallucinations) and the 
suggestibility in the sphere of judgment and thinking, and, after 
careful trials, did not believe that the hallucinations were merely 
paretic confabulations. The failure to induce real sleep, catalepsy, 
and amnesia was striking, reflecting genuine cortical damage, 
and, these authors thought, gave evidence of loss of control over 
third-ventricle structures. Psychologically, it is postulated by 
them that, in the hypnotically induced state, the paretic can 
concentrate energy and res ond to some suggestions but that, in 
the spheres of motility and sleep, suggestions are not effective. 
Hartmann and Schilder suggest that the failure to produce am- 
nesia represents a failure of the repressive processes, which indi- 
cates the failure of a damaged ego structure with its now mean- 
ingless motives for forgetting, or may be related causally to the 
failure to induce sleep. More data are needed to develop this 
suggestion into a tenable neuro hysiological hypothesis. 

Hartmann and Schilder (79) cite four cases of head injury 
which had a Korsakoff-like syndrome. All four denied the fact 
of head injury with elaborations about the accident and later 
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events. This observation raises questions regarding the relation 
of thinking disturbances to dementia, to retrograde amnesia, 
possible psychogenic and physiogenic causes, and differences 
and similarities between Korsakoft’s disease and dementia. Many 
complex questions are also introduced: the efforts of the ego to 
maintain the fiction of the integrity of the person; similarities 
between hysterical and “organic” amnesias; relations between 
memory, sleep, and dream functions; the steplike nature of recall; 
the psychological representation of an organic limitation (which 
they prefer as an explanation to a simple organic deficiency); the 
probability of retention of memories, even though recall is not 
possible under current circumstances (since it may be available 
under other conditions). 

Hartmann (77) reaffirms his earlier work and that of others in 
Korsakoff’s disease, stating that, while an organically induced 
amnesia is an entity, it has some resemblances to a functional 
amnesia, since learned material which is not otherwise available 
can be recovered under hypnosis, even under intensive exami- 
nation. He points out that these relationships need further study. 
After review of earlier work by Bonhoeffer, Brodman, Gregor, 
Pick, Pötzl, Poppelreuter, Riklin, Roemer, J. H. Schultz, and 
others, Hartmann (78) expands previous dynamic explanations 
to show that patients with Korsakoff’s syndrome will repeat 
stories in keeping with the pleasure principle and that some 
repressive mechanisms, physiological or psychological, are at 
work. In addition to the usual studies of difficulties of -“atten- 
tion,” “retention,” “recall,” “recent memory,” “disorientation,” 
the confabulation is further studied as an emotionally centered 
device to reduce unpleasant tensions, aimed at protecting the 
patient from realization of the memory defects. The confabula- 
tions are conceived as the effort of an organically damaged ego 
system to protect itself. The similarities to fantasy and dream 
production support this belief. The possible importance of mid- 
brain lesions must be kept in mis i 


Apuasia AnD Heap INJURIES 


The vast literature on these subjects shows some psychoana- 
lytic insight which is slowly finding increased application. The 
myriad complexities involved in studying the problems of 
thinking, memory, and allied processes do not make the task of 
communicating this insight any easier, since we lack good models 
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for “brain-mind” and a vocabulary which can convey accurately 
our observations and deductions. In brief, psychoanalysts have 
noted that patients with head injuries also utilize repression, 
suppression, substitution, and symbolism in much the same way 
as patients with neuroses, traumatic neuroses, choses, and 
deliria do. Not all difficulties in thinking (e.g., Korsakoff’s syn- 
drome) are due to conflictful emotions, a some are. 

The ego functions of perceiving, storing, categorizing, repress- 
ing, and initiating motor action are seen to be intelligible even 
in the absence of, an organic deficit. Sharp distinctions between 
sensory-receptive, motor-expressive, amnesic aphasias, and combi- 
nations of these appear to be artifacts created by our limitations 
in understanding the basic processes of thinking. While aphasia 
is defined as a disorder of the language functions, it is essential to 
note that it involves the total organization of the person in a 
physical-social setting, which includes his historical development. 
Some patients with severe language disorders are practically 
normal in their practical and social behavior, while others with 
minimal language impairment show marked changes in character, 
attitudes, and ability to adapt themselves to ordinary life-situ- 
ations. These differences in patients are not easily defined in 
terms of peripheral ego functions which are amenable to. experi- 
ment, although the rise of the projective techniques and more 
subtle experimental settings are advancing this area considerably 
(9, 58, 122). An excellent example of the applications of these 
techniques to other organic diseases is the work of Apter and 
Halstead (9, 10, 11) on brucellosis and hypertension, Injury to 
the cerebral cortex means injury also to the ego functions, not 
only mechanically but psychologically, for the cerebral func- 
tions are highly valued by man, and any diminution in their 
efficacy causes apprehension and concern, which in turn arouse 
defensive measures to protect the total organism from pain and 
harm. ‘An organism uncertain of its spati: -temporal-social rela- 
tions (disturbance of the comprehension of the environment), as 
brain-damaged cases are, is much more vulnerable to suffering 
than the normal person, even though much of the basic core of 
the ego be intact—as it so often is. In fact, the essential stability of 
the ego, even though the brain is severely damaged, is one o the 
outstanding impressions one gathers from these patients; yet it 1s 
easy to see that anxiety, perplexity, confusion: states, Caution, 
constriction, uncertainty, distractibility, and emotional lability 
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in combination can obscure this basic stability. Pointed therapeu- 
tic skills have done much to prove this view. Pötzl (129) has 
shown that in these patients the imagery and thinking under 
emotional pressures have marked similarity to dream productions 
and are analyzable in the usual manner. 

The elucidation of the development of the post-traumatic 
syndrome and the evaluation of current symptoms have benefited 
considerably from psychoanalytic observations and reconstruc- 
tions. Following Freud’s descriptions of a traumatic situation 
(47), in which he emphasized the subject’s admission of his own 
helplessness in the face of a much stronger force, succeeding 
writers, including Betlheim (18), Ferenczi (37), Stengel (164, 
165), Schilder (143, 144, 146), Kardiner (95), Kelman (100), 
Fenichel (36), Bender (16), Bychowski (26), and Grinker and 
Weinberg (67), expanded the dynamic interpretations of the 
interplay between organic and emotional trauma. Kardiner 
emphasizes those ego activities which aim at controlling both 
incoming stimuli and the internal equilibrium so that the organ- 
ism can master both external and internal needs at an optimum. 
The traumatic neurosis represents, then, a failure of older pat- 
terns of adaptation, together with “persistent and unrelenting 
efforts at restitution” (95). The patient’s failure to attain internal 
mastery, made worse by sensory and motor disorders, causes loss 
of confidence in the self-system, which, in turn, generates height- 
ened anxiety, anticipatory tensions, masochistic imagery, and 
fantasies in both day thoughts and night dreams. These forces are 
held to be responsible for the psychological symptoms created 
in the manner familiar in the conventional neuroses. The studies 
mentioned are of importance for the understanding of malinger- 
ing, accident proneness, and “war neuroses.” Continued pete: 
ments can be expected as more careful delineation becomes pos- 
sible (66). 

We can hope that, with increased skills, there will be improved 
methods for the study of neurotic or psychotic reactions engen- 
dered by ACTH, cortisone, toxicity, psychosurgery and shock, 
vagotomy and sympathectomy. Hollös and Ferenczi (85) stressed 
that almost everyone wants to be intelligent, competent, and 
responsible. As the ego or self-system is injured, it constricts 
itself in order to organize its defenses. These may take the form 
of active or passive patterns or combinations of both. The with- 
drawal of outgoing energy may impede the very recovery so 
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valiantly sought, because it prevents the maintenance of bonds to 
other people essential to well-being and increases the suffering 
due.to deprivation. Where there is a physical injury to use as an 
alibi, however, the ego integrity will be protected from self- 
accusing guilt. Regression to earlier patterns of dependent work- 
ing relations (passivity) is then more respectable. The physical 
illness is utilized by the patient both consciously and uncon- 
sciously to increase his prestige with himself and others, in spite 
of the fact that he is vagina a worse adaptation than is necessary. 


SURGICAL Lesions OF THE Cortex (PsYCHOSURGERY) 


At the International Neurological Congress in London in 
1935, Fulton and Jacobsen (54) reported behavioral changes in 
two chimpanzees following bilateral removal of the anterior of 
the frontal lobes. The lobectomized chimpanzees had shown less 
irritability and overreaction to frustration, which seem to be 
common in psychotic human behavior. Egas Moniz, a neurolo- 
gist, and Almeida Lima, a surgeon of Lisbon, during 1935-36 
performed the operation on human subjects for the relief of 
marked anxiety states. Freeman and Watts (45) introduced the 
prefrontal lobotomy operation into the United States in 1936 
(76). In spite of relatively little experimental work, nearly ten 
thousand radical lobotomies had been done by January, 1949 
(8). The voluminous literature on the subject is confusing in 
many respects, but several reviews are helpful in obtaining a 
bird’s-eye view of various current opinions. The most useful are 
probably those of Kolb (102), Lewis (111), Greenblatt (60, 
61), Fulton (52, 53), Mettler (119), G.A.P. Report No. 6, 
V.A.T.B. 10-46 (130), and Crown (32). 

In a searching review of the psychological studies on praras 
following prefrontal leucotomy, Crown (32) concludes that 
some psychological changes can be found on careful testing. 
Although he excludes some studies, such as the Columbia-Grey- 
stone project, because it is concerned-with cerebral topectomies, 
he RE the excellent reviews of Fleming, Kisker, Walker, 
Patridge, Klebanoff, and Robinson. Fleming’s (38) latest review 
is probably of most interest to clinicians. Crown (32) writes that 
the syndrome following prefrontal leucotomy is characterized 
by “apathy, lack of spontaneity, fatuous equanimity, absence of 
finer emotional response, thoughtlessness and, at times, euphoria. 
In the selection of cases which will respond well to the oper- 
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ation, the presence in the symptomatology of signs of emotional 
responses is considered generally to be the most me 
criterion.” He shows that both intellectual and nonintellectual 
functions are altered by surgery and discusses the research design 
of future psychometric studies. 

Although a few psychiatrists who are also psychoanalysts have 
published observations on lobotomized patients, it is unfortunate 
that there is no systematic psychoanalytic study of this group, 
for the sake of basic science research as well as for clinical 
evaluation (102). The skeptical view of many psychotherapists 
is expressed well by Nolan D. C. Lewis (111), who sharply 
criticizes the indiscriminate use of psychosurgery without ade- 
quate study and a rationale. He is supported in this position by 
Winfred Overholzer, superintendent of St. Elizabeth’s Hospital, 
and Harvey Tompkins, chief of the Veterans Administra- 
tion Psychiatric Division (Newsweek, December 12, 1949, and 
personal communication). Halstead, Carmichael, and Bucy (76), 
in 1946, upon reviewing available lobotomy reports, remark: 
“Unfortunately, aside from their value as vital statistics, it is 
impossible to assess the validity of these findings. At no point 
have there been other than superficial attempts made to standard- 
ize the criteria for the pre-operative and post-operative clinical 
status of the patients. Not a single patient has been adequately 
studied. For a moral and social responsibility to do this, there has 
been substituted a phenomenal array of case statistics. Unfortu- 
nately, the pyramiding of unknowns is scarcely a pathway to 
knowledge. This is no less true in those few instances where 
clinical opinion has been supplemented by psychometric devices” 
(76, pp. 217-18). Kolb (102) and Lewis (111) both stress the 
need for detailed information, to make study and comparison 
possible on such basic considerations as type of illness and du- 
ration, age, prepsychotic personality, hereditary and familial fac- 
tors, constitutional type, results from previous therapies, accurate 
description of the exact surgical procedure with verification 
wherever possible, a full description of the postoperative psycho- 
therapy and long-term follow-up of the patient’s adaptations. 
There is increasing recognition that the surgical procedures 
themselves must be standardized, and it is hoped that careful 
open topectomies, thalamotomies, or gyrectomies will replace 
the cruder radical lobotomies, transorbital lobotomy, or cortical 
undercutting. Without such information, there can be no ration- 
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al selection of therapy. In fact, it is not clear that there is “any 
statistical proof that operation in early cases affords a higher 
percentage of results than can be obtained by other ma? of 
therapy or from so-called spontaneous recovery” (102, 111). 

The mental status of the patient after psychosurgery has been 
described frequently (if inadequately in most cases) to reveal 
the loss of important ego functions, with replacement by new 
defenses familiar to students of frontal lobe deficit. The variabil- 
ities reported are probably functions of greatly different oper- 
ations with re; se to the location and amount of brain tissue 
involved and the personality organization of the patient, includ- 
ing his past history and the postoperative course. The alterations 
in the patterns of thinking, feeling, and acting in relation to time, 
energy, money, hobbies, religion, work record, domestic and 
sexual habits, and other interpersonal relations can be studied to 
good advantage by psychoanalysts who are accustomed to re 
ing the microscope of analysis to the data of everyday life. 
Psychoanalysts could supply some categories of information 
with greater skill than others if they utilized the techniques of 
free association and dream analysis. As members of a team in- 
cluding neurologists, psychiatrists, and experimental psycholo- 
gists, they could provide data which would help decide some 
gross questions and focus attention upon basic questions perti- 
nent to learning, memory, levels of ego organization with respect 
to organic injury (76, 102), etc. In spite of the models available 
in other clinical areas, there is no current record of such close 
study of a case following psychosurgery, 

From a survey of two hundred cases of prefrontals, Frank 
found “a poverty or entire lack of dreams, and a thinning, or 
disappearance of dereistic experience—they cannot daydream 
about their wishes, or be abstractly angry in a sustained fashion. 
They become, owing to this emotional asymbolia, more plain, 
matter-of-fact like. In many ways this has a resemblance to 
slight senile personality changes. Owing to the emotional desensi- 
tization, the passions and conflicts which are expressed in their 
psychoses gradually shift out of focus, very much as old men can 
look serenely upon the follies of their youth. Again, as in senile 
personality changes, post-leucotomy patients do not like adven- 
ture, but want to remain in a more or less stereotyped routine of 
activities. The learning ability for new knowledge is, as some 
patients complain, reduced. In the old involutional melancholic 
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the paradox occurs that the desperate loneliness of oncoming senil- 
ity is alleviated by reaching sooner the state of a happy dotage. ... 
The fundamental personality pattern remains unchanged after 
leucotomy; it has less legend only” (42, p. 508). Four years later 
after “contact with more than 300 cases of lobotomy” Frank 
states: “I think the only clinical criterion which remains available 
for the indication of lobotomy, considering the many variables, is 
the intensity and duration of the suffering of the patient. To sum- 
marize: The emotional asymbolia caused by lobotomy drains 
away a psychic dimension. The forebrain, so far as gross func- 
tional representation goes, is an important instrument for the 
integrity of the preconscious system. Lobotomy, by the subse- 
quent defensive hypercathexis and constriction of the ego- 
boundary, enables the psychic apparatus in some cases to ward 
off the flooding by id derivatives. Schizophrenics who after the 
operation have nobody to accept them cannot make an adjustment 
outside a hospital” (43, p. 42). 

From my own observation of over fifteen cases and from 
personal communications received from three analysts, I can 
report that dreams are uncommon in most patients in the period 
immediately following psychosurgery but that in three to six 
months there is an increasing number of dreams in many patients 
who previously were able to dream. In two patients there were 
no dreams a year after the operation, although they had had some 
dreams before the operation. The form and content of free 
associations and dreams in this group will furnish valuable 
comparative data to evaluate the various types of psychosurgery 
and to help us understand better the dynamics in these patients. 
Son extended acquaintance with these patients the inertia, lack 
of spontaneity, retardation and perseveration, decreased humor 
and lightheartedness, and the denial of injury become much 
more apparent. 

Experimental psychologists and analysts would have a much 
better opportunity to examine the intricacies of thinking if data 
on recovery from the various types of psychosurgery, especially 
topectomies, were available. The differences in clinical outcome 
as correlated with the location, plane, and size of the lesion 
eure much more fruitful research. Grinker (63, 64), like 

wis (8), equates cortical function with abstract thinking and 
ego functions, whereas the hypothalamus and related structures 
are the principal centers for id or instinctual functions, The rhi- 
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nencephalon promises to be more important in these operations 
than heretofore assumed. Here are ideal opportunities to study 
differential growth and defenses in the organism under stress. 
The nature of the basic endowment; acquired action-systems; 
the interaction between various parts of the personality when 
different parts of the cortex take over new motor or sensory 
functions; the more definite understanding of such concepts as 
anxiety level, regression, and feed-back regulation to main equi- 
librium—all will help us build a better conceptual model of a 
“mind in action.” 


PosTENCEPHALITIS AND PARKINSONISM 


An outline of a few leading articles in this field must suffice for 
the time being, until a more integrated exposition based on care- 
ful observations on more cases is feasible. Nevertheless, it is 
stimulating to read of the psychoanalytic interpretations offered 
for these diseases. Smith Ely Jelliffe (in 1925) was one of the 
first to call attention to the possibilities. After further study he 
published a monograph, Psychopathology of Forced Movements 
and Oculogyric Crises of Lethargic Encephalitis (90), which 
has received interested, if not altogether approving, opinion. The 
searching review by Kubie (103) and Jelliffe’s (91) reply are 
worth mentioning for the purpose of illustrating the need for 
better clinical and psychological writing. Jelliffe, after pointing 
out that such non-Freudians as A. N. Whitehead and H. Bergson 
also understood the meaning of total-personality organization 
and repression, attempts to demonstrate the usefulness of Freud- 
ian concepts in explaining the “positive symptoms” of Hughlings 
_ Jackson, the Gestalt phenomena of Wertheimer and Goldstein, 

and the emergents of Morgan. These concepts, he says, help 
provide a background for understanding the compulsive phe- 
nomena of postencephalitic oculogyric crises. Organic disease 
(in the sense of irreversible structural changes) in such diseases 
as postencephalitis causes the total machine to function less 
efficiently in its adaptation to reality; but this fact may be less 
vital than its corollary that the machine as a whole continues to 
function in spite of damage to a part. A blind or lame man may 
continue to walk by means of the healthy total organism which 
may make adequate compensatory adaptations. Jelliffe credits 
improved insight into the complexities of these adaptations to 
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Von Monakow, Goldstein, Schilder, Hollös and Ferenczi, and 
W. A. White. 

The specific problems of compulsions as fixed patterns of 
discharges are found in many areas, from the physicochemical to 
intricate mass sociological reactivity, such as religious rituals. A 
common factor in all compulsions, whether muscular, ideational, 
or sociological, is “ambitendence” or ambivalence (20). Oculo- 
gytic spasms are somewhat allied to compulsive tics, even 
though the crises are extreme manifestations of drives in one 
direction, while tics are “short cramp states with more or less 
ambitendent characteristics” (90). This bipolarity, the rapid 
yes-no quality, Freud thought to be an ential element in 
compulsions, whereas patients with symptoms of conversion hys- 
teria carry out opposites in a single symptom simultaneously in 
space and time. Some single aspects of oculogyric crises may 
even function as conversion symptoms, but this does not make 
the disease an hysteria any more aa a conversion symptom in a 
general paretic alters the basic nature of this disease. That eye 
movements, like much other synergistic body behavior, must be 
studied as a part of the total adapting person and not as a single 
body reflex is supported by detailed studies of numerous eB 
gists, whose work also illustrates the fallacy of incomplete 
generalizations from limited data. Eye movements including the 
genlogyrie crises do not occur as isolated phenomena. It is 
profitable to consider them, at least in many cases, as compulsive 
phenomena, that is, as substitutive actions occurring in a highly 
anxious ponent who is looking away from some dreaded object 
of actual or symbolic reality or is forced to stare at it. This is 
often but not invariably accompanied by a slowing of thought 
processes (bradyphenia), probably related to inhibition from 
repression, an anxious emotional state inducing hypervigilance 
(hypertonia) of the striped and unstriped musculature, and in 
increased vigilance of the conscious state. Examples are cited of 
evidence that conscious control and placebos can alter the crises 
and that fixed psychological situations can induce them, usually 
accompanied by emotions such as depression, guilt, hostility, and 
anxiety. Pain may or may not be present. Kubie (103) points out 
that it is uncertain from the material whether these manifesta- 
tions are due to the pre-encephalitic personality, from the 
specific localized organic lesions, or from the effect of the latter 
upon the personality, in that the instinctual drives are forced to 


ee 
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a distorted expression through an injured central nervous system. 
The relation of compulsive phenomena to tics and clarification 
of the criteria distinguishing two possible kinds of tics, one 
basically organic and the other psyc! ogenic, are not developed. 
Other studies by Jelliffe on Parkinsonian body posture ze its 
unconscious defensive meaning are of passing interest (89). The 
following authors develop various aspects of this problem: Stekel 
(168), Bürger and Mayer-Gross (25), Stengel (166, 167), 
Bender (17), Marshall (116), Shaskan et al. (153), Sands (140), 
and Booth (21). 4 

Booth’s use of the Rorschach (21) Test and handwriting speci- 
mens to aid his diagnosis and interpretations of the psychody- 
namics in Parkinsonism is a development which deserves atten- 
tion in this and other disorders. In 66 cases, Booth found evidence 
to believe that the Parkinsonian personality, both senile and post- 
encephalitic, is characterized by “urge toward action, ex ressed 
through motor activity and through industriousness; striving for 
independence, authority, and success within a rigid, usually mor- 
alistic, behavior pattern” (21, p. 13). Some factors shaping this 
personality structure and governing the appearance of symptoms 
are suggested, together with hints for een ee 

Hoffer’s analyzed case illustrates the rewards o intensive 
work with a severe cerebral deficit (84). For five years, a 
twenty-eight-year-old woman had had spells every four or five 
days compelling her to smoke thirty or more cigarettes. She was 
seen in analysis for ten months, thus allowing Hoffer to compare 
the ego constriction and defense theories of Jelliffe with the 
increased drives postulated by Stengel (166, 167), as well as to 
examine the idea that the basic drives in Parkinsonian patients 
are intensified by the illness in the direction of increased ag- 
gressivity and the defenses against it. 


Korsakorr’s SYNDROME 


Since Korsakoff’s disorder is a nonspecific clinical picture 
found as a sequela to various kinds of cerebral disease (head 
injury, senility, paresis, presbyophrenia, alcoholic avitaminosis, 
etc.), it furnishes another experimental setting in which to study 
the relation of gross organic cerebral tissue loss to the total func- 
tion of an organism. Here, as in some of the convulsive disorders 
and general paresis, the central memory loss and resultant de- 
fenses can be shown to be due in part to repression and rationali- 
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zation. Betlheim and Hartmann (19) read to patients a story 
with frank sexual descriptions which were reproduced by the 
patients in conventional ways, with deletion of the sexual ma- 
terial and with familiar elaborations in the form of dream sym- 
bols, such as “climbing the stairs” and “putting the knife into 
the sheath” for coitus, and cigarette and knife for penis. These 
confabulations show clearly that strong underlying affects are 
operative in determining what menal is accepted, how it is 
reworked, and what is remembered by those having organic dis- 
orders of the cortex as well as by normal persons. With the 
current interest in geriatrics, these studies are of more than 
academic interest, for they hold some promise of help to 
therapists in Siding more ways to increase the efficiency of the 
aging ego, even though the organic loss of tissue is present. 
Psychoanalytic studies on problems of old age were suggested by 
Karl Abraka (1) in 1926, but there are few such studies. 
Grotjahn’s “Psychoanalytic Investigation of a 71-Year Old Man 
with Senile Dementia” (71) is an example of the dynamics of 
improvement with psychotherapy. Such diseases as Pick’s and 
Alzheimer’s, which are now being studied more for the metabolic 
than for the morphologic changes in the brain, have received 
relatively little attention from Americans. According to Polatin, 
Hoch, et al. (128), Alzheimer’s disease was not adequately 
mentioned in any English-language textbook prior to 1927, and 
the first intra vitam diagnosis of Pick’s disease was not published 
until 1934, when E. Kahn reported one case. 


Tue Errecrs or SHock THERAPY 
UPON PSYCHOLOGICAL BEHAVIOR 


In spite of the thousands of patients who have received various 
types of “shock” therapy since Sakel (in 1933), Meduna (in 
1935), and Cerletti and Bini (1937-38) introduced these meth- 
ods, there has not been an active sychoanalytic study of these 
methods. It is perhaps notable chat intensive psychodynamic 
investigations of the prolonged narcosis treatment with barbitu- 
rates (Klaesi in 1922), carbon dioxide (Lowenhart et al. in 1929), 
nitrogen (Himwich et al. in 1938), oxygen (Hinsie et al. in 
1934), refrigeration (Talbott and Tillotson in 1941), and elec- 
tric narcosis treatment (Thompson et al., 1944) have been un- 
common (94). The lack of good physiological explanations for 
the behavioral changes observed in patients undergoing these 


Psychoanalysis and Cerebral Disorders 239 


stresses does not simplify the attempt to find psychological rea- 
sons for these changes. The best lead ma be the work of 
Himwich (82, 83) and his colleagues on insulin patients suggest- 
ing that reduction of cerebral metabolism and hypoxia are the 
key processes involved. Unfortunately, there has been no com- 
prehensive study linking this clinical work with the large amount 
of research on hypoxia on airmen and the high-altitude studies 
which were PES by the war. The reader is referred to the 
work of Sakel, Meduna, Georgi, Angyal, Ewald, Gellhorn, Stief 
(94), Weigert (175), Moriarity andeWeil (121), Grinker and 
McLean (65), Rennie (136), Katzenelbogen (98), and others 
for further review of the several physiological theories offered 
in explanation of the efficacy of ok and psychosurgery. 

Whatever the nature of the physiological stress, powerful psy- 
chological consequences are observed. Klaesi, Maier, Flinker, 
Humbert, and Friedman (94) were among the earliest to recog- 
nize the psychological importance of physical procedures. Many 
patients regard the therapy as a threat to life, and consequently 
they turn with dependence to the attending staff. Clow and 
Prout studied 100 patients who had severe physical illness. 
Eighteen of these also had electroconvulsive therapy (E.C.T.), 
and 3 had insulin shock. From these patients, Clow and Prout were 
able to form more definite opinions regarding the clinical observa- 
tion that some patients improve with physical illness and to relate 
this empirically to the shock therapies: 

This study of a group of 100 patients definitely suggests that one factor 
determining the mental improvement often associated with intercurrent 
physical disorder is a stimulation of the patient’s interest towards the 
realistic goal of recovery through a threat to his physical existence. It is 
as if the aggression and interest which is withdrawn from external re- 
ality and turned inward into the relatively useless fabric of mental illness 
can often be organized .. . by the fear of death which is phylogenetically 
perhaps his most fundamental concern (28, p. 184]. 


Schilder (145) recommended early that advantage be taken of 
the patient’s dependence upon the physician immediately after 
the highly threatening shock, although, along with Weigert 
(175), he does not believe this phase to be central to remission. 
The initial anxiety and complications of increased passivity and 
dependence have been described by Millet and Mosse (120). 
They also stress the melancholic patient's masochistic view that 
the treatment is a fitting punishment administered by a judicial 
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doctor-father. Mosse further describes shock as a battering-down 
of the patient’s defenses, with consequent need of psychotherapy 
and support and reintegration, even though the essential process 
of the treatment is the atonement for guilt. This process (which 
may explain why only some psychoses are more amenable to 
treatment than neuroses), he says, strengthens the ego, increases 
potency, and liberates libido. There is a paradox involved in the 
postshock confusional state with its attendant memory defects, 
in that some memories are definitely “forgotten” while others are 
liberated. This paradox is implicit in the conflicting reports under 
review. 

Since some patients show extensive erotic behavior, Ligterink 
(112) suggests that this is an important factor in remission, but 
opinion is divided about its prevalence and its significance. 

Silberman (156) describes some of the inner experiences re- 
ported by patients during shock, in terms of the fear of traumatic 
death and euphoric rebirth. Plaut (127) reports seven cases with 
initial resistance to the passive role, followed by increased de- 
procene to such a degree that the patients feared to leave the 

ospital. Jelliffe (94) favored the theory that the threat of death 
followed by reawakening mobilizes the forces of the ego to 
overcome the autism and regression. Tanner (171), Moriarity 
and Weil (121), Schilder (145), Weigert (175), Grotjahn (72), 
and Kaufman (99) amplify this thesis in various ways. 

Glueck (56, 57), regards the accelerated catharsis and ego 
reintegration as vital processes; Bychowski (27) apparently sup- 
ports the latter hypothesis, although he speaks of insulin as 
facilitating the victory of the healthy ego over the pathological 
one. Weigert (175), after a historical introduction and discussion 
of dynamics, attempts to explain the apparently contradictory 
views of Jelliffe In Glueck about the eier of shock upon the 
ego. 

Scott (149) amplifies Jelliffe’s theory from his observations on 
67 patients. After noting the ambivalent threat to life and integ- 
rity, he describes the “gradual concentration of psychic contents 
into objects in the immediate vicinity.” He believes that the actual 
nearness to death during the depth of the insulin coma may be 
more important than the apparent consciousness of death, be- 
cause the fear itself may be unconscious. He also compares the 
experience of rebirth during emergence from coma with initi- 
ation rites. Rubenovitch (94) states that fear of the treatment, 
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short of the threat of death, was the primary agent in insulin 
treatment, and this opinion became more popular with the use of 
metrazol. Schilder (145) attempted to ne aie the psychologic 
and organic views by utilizing the formulation of the awakening 
after an epileptic seizure as a victory over death, an elation at 
rebirth, but expressly states that metrazol is much more than a 
psychologic agent in the ordinary sense; it is an organic agent, 
the physiologic action of which affects those “more labile or- 
ganic structures which serve emotions and which are damaged 
by the process of schizophrenia.” Orenstein and Schilder (123, 
124) observed that shock therapies stimulated objective, but not 
psychodynamic, insight. Abse (3, 4, 5, 6) describes a schizo- 
phrenic patient who improved because the repressive force of 
the E.C.T. satisfied his need for punishment and hence enabled 
him to reject ego-alien impulses. This is not thoroughgoing ther- 
apy because the patient’s adaptation is unstable, in response to 
the anxiety which results in repression and regression. Great 
care must be exercised to protect such a patient in his post-treat- 
ment environment, or more substantial psychotherapy should be 
employed. 

Fordham (41) describes a patient with schizophrenia in whom 
he believed that the psychoanalytic therapy went counter to the 
E.C.T. because “the shocks produced an adaptation based on an 
infantile mechanism and prevented the development of the indi- 
viduation process upon which the success of the analysis de- 

ended.” 

r It is Flescher’s (39, 40) thesis that the motor component of the 
different shocks has not been sufficiently stressed. He cites the 
psychological value of epileptic convulsions as outlets for aggres- 
sion and also mentions the cure of traumatic war neuroses by 
Simmel, who provided a dummy as an outlet for their aggres- 
sions, and concludes that E.C.T. is superior to insulin in depres- 
sive cases, Flescher believes that E.C.T. works on a primary in- 
stinct, that is, on an element which is partly psychic and partly 
organic. The destructive instinct is freed from inhibition by the 
convulsions and permits a subsequent liberation of other libidinal 
energies for more constructive ends. In keeping with this belief, 
he does not think E.C.T. is valuable when the hostility is reactive, 
that is, “due to motives of resistance or defense against impulses 
of a different instinctual origin.” 

Cohen (29) finds that the fear produced by the prolonged 
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injection of metrazol which does not result in a convulsion is 
without therapeutic effect. A. E. Bennett’s (94) demonstration 
that metrazol therapy can be effective when the convulsive phase 
is controlled with curare offers another challenge to investi- 
gators. 

Attention should be called to the sedative use of insulin for the 
treatment of anxiety states as described by Rennie (137) and 
later by Martin (117). Although a different problem from those 
under immediate review, the experimental and therapeutic possi- 
bilities deserve further attention. 

Frosch and Impastato (51) combine a number of earlier sugges- 
tions, includin; EA of Schilder, Ferenczi and Hollós, and Nun- 
berg to offer the theory that repeated shock ur brings about 
organic processes which shatter the ego. The resulting confusion- 
al state associated with anxiety is the result of the disturbed soma- 
topsychic homeostasis and the dissolution of the usual ego bound- 
aries. In attempting to re-establish an equilibrium, the ego may be 
more or less successful, thus producing various clinical syn- 
dromes. If relatively unsuccessful, the ego may regress to archaic 
narcissistic levels of operation, with attendant an defenses, 
and thereby become more vulnerable to influences from both 
within and without. If the ego can master the anxiety and the re- 
gressive processes in the intervals between shocks, it may be able 
to bring its adaptations to previous or even higher levels of 
achievement. Because restitutive defense measures are variable, 
they will appear as different kinds of reactions. 

Even after fifteen years’ experience with many cases, it is ap- 
parent that there is a wide range of opinion about the efficacy, 
mode of operation, and prognosis after shock treatment. Lack of 
space prevents a more detailed discussion of such topics as the 
importance of the convulsion itself, the appearance of sponta- 
neous convulsions after treatment, and the presence or utility of 
overt anxiety; but it is worth while to point out some judgments 
about the relevance of psychotherapy. Some writers, like Sachs 
(65) or Myerson (65), have interpreted the results from physical 
agents to mean that physical means alone can cure psychosis. 
Grinker and McLean (65), Levy et al. (110), Moriarity and 
Weil (121), Wilson (179), Weigert (175), Rennie (136), Kauf- 
man (99), Karliner (96), and Eissler (33) are among those who 
hold that psychotherapy is a useful and even indispensable ad- 
junct if permanent results are to be obtained. The deep misgiv- 


Psychoanalysis and Cerebral Disorders 243 


ings of some therapists regarding the abuse of shock will be ap- 
parent from Eissler’s paper: 


Sullivan, when discussing recent advances in the physical treatment of 
psychoses, says that “these sundry procedures, to my way of thinking, 
produce ‘beneficial’ results by reducing the patient’s capacity for being 
human. The philosophy is something to the effect that it is better to be a 
contented imbecile than a schizophrenic. If it were not for the fact that 
schizophrenics—in my sense—can and do recover and that some extraor- 
dinarily gifted and therefore socially significant people suffer schizo- 
phrenic episodes, I would not feel so bitter about the therapeutic situ- 
ation in general and the decortication treatments in particular.” This 
statement succinctly expresses what I have tried to say. Freud’s advice, 
although given with respect to the treatment of neuroses, is, in my opinion, 
equally applicable as a guiding principle to valid therapy for the func- 
tional psychoses: “After all,” writes Freud, “analysis does not set out to 
abolish the possibility of morbid reactions, but to give the patient's ego 
freedom to choose one way or the other” [33, p. 81]. 


Weigert concludes: 


The result of our observation leads to a very reserved application of 
convulsion therapy. In favorable cases we abstain from every sort of arti- 
ficial interference with the exception of psychotherapeutic help which 
supports the natural healing process of the psychosis. If this natural heal- 
ing process is retarded we prefer the milder sleep treatment as an attempt 
to overcome the impasse to which the emotional conflict has led. Only 
if the sleep treatment fails do we feel justified in applying shock or con- 
vulsion therapy as a desperate attempt to overcome the patient's inward 
conflicts by catering to his need for punishment and self-destruction. 

Doing this, we know, we reinforce the patient’s hopeless belief in a cruel 
response to destructive drives. In most cases we do not break through the 
vicious circle of uncontrolled drives, need of punishment and expiation 
leading back to unmastered greed, the extremes of manic-depressive dy- 
namics, that evade the maturing development by renunciation. Shock and 
convulsion therapy is opposed to the main striving of psychoanalytic 
therapy: to mitigate the cruelty of an archaic superego and to help the 
patient to endure the necessary, but not the unnecessary, hardships of 


reality [175, p. 209]. 


Grinker and McLean (65) take the more neutral position that 
the various shock therapies have often enough shown beneficial 
results and of such proportions that they deserve close study. In 
their thoughtful review, they report the psychodynamics of a de- 
pressed woman treated ate metrazol during the course of psy- 
chotherapy, and they present a psychophysiological theory that 
either physical or Psychologica, shocks of sufficient intensity 
may alter the inhibited pathways “between the cortex (ego) and 
diencephalon (biological drives).” 
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They are supported in their greater willingness to use shock by 
a group of psychiatrists who have carefully studied the current 
results (74). This committee found shock most useful in the pa- 
tients with depression (involutional melancholia; manic-depres- 
sive psychosis, depressive type; psychoneurosis, reactive depres- 
sion; and depression associated with certain organic brain disor- 
ders). Shock may be helpful in some cases of manic-depressive 
psychosis, manic type; a few acute cases of schizophrenia, organ- 
ic psychosis with excitement. Shock seems contraindicated in 
psychosomatic conditions, psychoneuroses with the exception of 
neurotic depressions, psychopathic personalities, and the be- 
havior problems of children. The committee finds, from accumu- 
lated experience, that there are no absolute hysical contraindi- 
cations to electro-shock therapy. The need for adequate safe- 
guards in giving out-patient electric shock therapy is stressed. 

From experience with insulin, metrazol, and electric shock 
therapy, the writer has been impressed with the relationship 
which exists between the patient and doctor and others of the 
attending staff, whether or not the patient shows overt convul- 
sions, anxiety, guilt, or hostility. There is good reason to believe 
that some insulin patients owe much of their recovery to a good 
relationship with a nurse or other significant figure. Some nurses 
on insulin wards have a significantly higher number of recoveries. 
If successful patients are followed therapeutically after shock, 
one finds a evidence that many of their problems are still with 
them. Whatever the physical agent employed, there usually re- 
mains the challenge to improve the adaptation of the patient after 
the initial confusion and memory changes decrease, and to pre- 
vent relapses which are often present even when shock is given 
in full dosages. Because of uneven results with the new methods 
of shock therapy, no firm recommendations can be made at this 
time. 

There is lively interest, but little agreement, in the signs of in- 
tellectual impairment after shock therapy of more than a few 
weeks’ duration since the reports by Levy, Serota, et al. (12, 109, 
110, 125, 181). Landis (104) summarizes much of the experimen- 
tal work up to 1949. He finds that ordinary psychometric instru- 
ments do not detect a loss of intelligence or show how temporary 
is the change in memory functions or whether there is a perma- 
nent decrease in affect. More recently Janis (86, 88) reports per- 
sistent retroactive circumscribed amnesias beyond the usual 
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period of recovery, during which the temporary organic reac- 
tions to the treatments clear up. Analysis of fis data provides sup- 
port for the hypothesis that these amnesias may be related to the 
changes in affect, not as a primary factor reducing affective dis- 
turbances, but providing another defense akin to repression 
which makes other defensive symptoms unnecessary. 

The review by Stainbrook (162) in 1946 summarizes earlier 
work, Interested students will find Ellis’ essay, “Toward the Im- 
provement of Psychoanalytic Research” (34), valuable for clari- 
fying their studies. The dynamically oriented clinician can con- 
tribute significantly in these studies on affect and symptom alter- 
ation as well as in the detailed studies on the more localized, spe- 
cific loss of thinking functions which are puzzling the experi- 
mentalist. Long-term follow-up studies by experimental psychol- 
ogists and psychoanalysts are needed to reveal more accurately 
the changes in thinking and in ego dynamics attendant upon 
shock therapy. It is probable that better hypotheses for all mental 


activity are required in order to clarify the major issues pre- 
sented by observations (132, 134). 
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IX 


PSYCHODYNAMIC APPROACH TO THE 
STUDY OF PSYCHOSES 


Jonn C. Wurrenorn, M.D. 


psychodynamics, both in application and in conception. 

‘The psychotic patient is, by practical definition, much fur- 
ther alienated from social contact than is the neurotic patient. 
It is a common experience, in the rofessional interview with a 
psychotic patient, that one gains little, if any, impression of a 
shared effort toward a common aim of better mental health. 
Even the psychotically depressed patient who bemoans his ter- 
rible condition, or the schizophrenic patient who has “insight’”’ to 


r | YHE psychoses present problems of special difficulty for 


the extent that a morbid condition is acknowledged, does not _ 
appear to share in a common faith with physicians or others to a 


sufficient extent for a ready, working partnership. Psychotic pa- 
tients in general have what might be called a very high “sales 
resistance.” They are not receptive to advice or persuasion. They 
appear immune to all ordinary efforts to influence them psycho- 
logically. In actual experience, that is the reason that family and 
friends come to believe the patient is insane. Since the very word 
“psychodynamic” implies a working chance for one person to 
exert psychological influence upon another, one might be justi- 
fied in saying that the psychotic patient is the one type of person 
for whom psychodynamic considerations do not exist. 

It is understandable that many psychiatrists whose lives have 
been spent in the care of psychotic patients have been incredu- 
lous or skeptical of psychodynamics. 

Other psychiatrists, whose principal occupation is the psycho- 
therapy of the psychoneuroses, may say, when one of their pa- 
tients manifests distinctive evidences of a psychotic condition, 
“This patient is sychotic. That means, explicitly or implicitly, 
that he is we the reach of any therapy based on psycholog- 
ical considerations. He must be hospitalized until he is in his right 
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mind again. Then psychotherapy can be resumed.” The implica- 
tion is that the psychotic patient is under the control of some 
physical disorder or, possibly, of psychodynamic forces so pow- 
erful or so elusive that any effort to work with the psychody- 
namics is futile or “quackish.” For purposes of propagandistic 
therapy with masses of psychoneurotic patients in wartime, this 
attitude has at times been overstated in approximately the follow- 
ing form, to the neurotic patients: “Your condition is not like 
that of the insane. For them, of course, nothing can be done, ex- 
cept custodial care or surgery or electric shock treatments; but 
we can do a great deal for you who are neurotic by helping you 
understand your neurotic reactions and helping you overcome 
them.” s; 
Furthermore, a very considerable proportion of psychotic pa- 
tients present evidence of physical disease of the brain or of bio- 
chemical disturbances affecting it. Examples are cerebral arterio- 
sclerosis and syphilitic meningo-encephalitis or pellagra and'Kor- 
sakoff psychosis. The psychotic symptoms are not the direct ex- 
pression, point by point, of the cerebral damage, for comparable 
damage may exist without psychotic reaction. There may even 
be much impairment of memory, of intelligence, and of emotion- 
al sensitivity without the patient’s being psychotic. A psychosis 
is a form of reaction, not a mere deficit or impairment, and the 
personality of the patient makes a significant contribution to the 
orm of psychotic reaction; yet organic factors cannot be ig- 
nored. This is in contrast to the feld of the psychoneuroses, 
wherein, until recently, organic factors have been generally dis- 
regarded. Speaking figuratively and approximately, “ Br 
namic psychiatry” may be said to have captured the field of the 
neuroses, although not without some protests from neurologists 
and geneticists; but no one would presume to make such a claim 
for psychodynamics in the field of the psychoses. For those who 
must have it all one way or all the other way, the psychoses can- 
not be claimed as the exclusive territory for psychodynamics, 
and, since the human mind tends toward sweeping generalities, 
there is therefore some tendency to ignore psychodynamic con- 
siderations of any kind in the feld E The large seg- 
ment sometimes called “functional psychoses”—principally 
schizophrenia and manic-depressive psychosis—has been claimed 
as “psychogenic,” but such an exclusive claim is countered by the 
ee of hereditary predisposition. 
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On the whole, then, it appears that, in the field of the psycho- 
ses, there must be worked out some mutually oriee 
and co-operative modus vivendi between “dynamic psychiatry” 
and “organic psychiatry.” In the field of general medicine in re- 
cent years, respectful consideration has been given to the psycho- 
dynamics of personality as pertinent to the management of pa- 
tients, even those with obvious diseasé of strictly organic origin. 
Some call this a part of “psychosofmatic medicine”; others more 
aptly include it as a part of “comprehensive medical care.” At 
any rate, psychiatry is being introduced into general medicine as 
a “basic medical science,” in the sense of a psychodynamic un- 
derstanding of personality functioning. Dynamic psychiatry, in 
this sense, should also be a working part of the traditional mental 
hospital specialty of psychiatry. The enlarged meaning of the 
term might appropriately be called “comprehensive psychiatry.” 
It is in the perspective of this concept that the present discussion 
of the matter has been approached. 


Basic IMPLICATIONS OF PsYCHODYNAMICS 


The most elementary implication of the term “psychody- 
namics” is that psychological experience does make a difference 
in the subsequent behavior of the human being. This proposition 
constitutes a fairly flat contradiction of the historically impor- 
tant doctrine of alien parallelism, which assumed a 
duality of mind and body and taught that psychological proc- 
esses and neural processes vary concomitantly, but without causal 
connection. The doctrine of ke parallelism is not 
much mentioned in recent times, but it has exerted and still exerts 
much influence in shaping medical thinking, particularly toward 
justifying a disregard of psychological intermediary steps, on the 
assumption that a complete account of the neural events (never 
actually approached or attained, but nevertheless anticipated) 
would render it scientifically unnecessary to take account of the 
psychological. For the ordinary affairs of life, this stilted pseudo- 
scientific attitude is, of course, impractical. One does not try to 
make a living, develop a professional career, keep up one’s credit 
with the grocer, or cultivate the arts and amenities by exclusive 
attention to neural processes, in disregard of sentiments, reju- 
dices, conflicts of value-judgments, and other hl he- 
nomena, but it has been somehow considered E ehe iade 
scientifically appropriate—to eliminate such considerations from 
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the study and analysis of disordered personality functioning for 
the sake of a spurious “scientific objectivity.” At least for the 
meanwhile (until the physicochemically complete neural account 
is available and its adequacy can be tested) it is sensible and 
scientific to take account of whatever discernible facts appear, on 
the available evidence, to affect behavior disorders. Such discern- 
ible psychological facts as emotional attitudes—attitudes of the 
patient, of his family, and of the physician—do seem to make sig- 
nificant differences in the behavior, even of psychotic patients. 
This is the most elementary premise of dynamic psychiatry. 

To gain a working command of psychodynamic principles in 
psychiatry requires, of course, much more than a change of 
logical premises or an acknowledgment of common sense. A de- 
tailed account of the cultivation, growth, and testing of a knowl- 
edge of psychodynamics has already been presented and dis- 
cussed in preceding sections. Here we are more particularly con- 
cerned with the pertinence of psychodynamic considerations in 
the psychoses. It is a curious fact that Wilhelm Griesinger, whose 
publications in the latter part of the last century exerted so 
marked an influence in establishing the “organicist” tradition in 
German psychiatry, gave in his textbook (5) several well-formu- 
lated statements as to the value of what in more modern terms 
would be called the genetic-dynamic approach to the psychotic 
patient. 

Some of his statements are well worth quoting here as formula- 
tions of a psychodynamic orientation: 

“Theoretical hypotheses have rendered it difficult for science 
to recognize the results of experience. ... It must be remembered 
that cerebral activity may be modified quite as effectually, direct- 
ly and immediately by the evocation of frames of mind, emo- 
tions, and thoughts, as by diminishing the quantity of blood 
within the cranium, or by modifying the nutrition of the brain. 
... We have, in the direct provocation of certain states of mind, 
a very powerful means of successfully modifying disturbances of 
the somatic state” (p. 327). “Nowhere is it Tie importance 
than in the treatment of insanity, to keep in view the individual; 
nowhere is the constant consciousness more necessary that it is 
not a disease but an individual patient that is the object of our 
treatment. ... A penetration into the psychical individuality of 
the patient is here demanded, which is scarcely ever necessary in 
ordinary medical practice” (p. 328). “The old ego which in in- 
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sanity for a long time is not lost, but only superficially re- 
pressed, or hidden in a storm of emotion, behind which it remains 
for a long time capable and ready to re-establish itself, must, as 
far as possible, be recalled and strengthened. .. . The moral treat- 
ment of insanity is most successful when the ego, already formed, 
fixed, and say temporarily repressed . . . waits the opportunity 
to resume its former place” (p. 343). “The inquiry into the his- 
tory of the case ought to embrace the whole of the bodily and 
mental antecedents of the individual... . We must faithfully and 
intelligently comprehend the relation of the predispositions... 
the education and the governing inclinations of the individual. ... 
Only in this way is an insight into the true history of these dis- 
eases possible; only thus can we succeed in grasping at their be- 
ginnings those fine threads which have ultimately entwined 
themselves into delirious conceptions; only thus can we... rec- 
ognize the far-back commencement of the preparation for the 
illness. . . . All of this is of the highest importance in a system of 
treatment which gathers from the history of the case indications, 
sometimes for the amelioration of inveterate chronic processes, at , 
other times for the removal of certain psychic causes, and which 
requires a profound knowledge of the character of the individual 
to enable us to employ all his inherent resources in support of our 
active treatment” (p. 90). 

These dynamic statements by Griesinger failed apparently to 
exert any considerable effect upon the trend of psychiatric theory 
in his day, nearly a century ago, and their quotation here and 
now may be merely a futile antiquarian gesture. For this ineffec- 
tiveness there may have been two principal reasons: (1) he gave 
no statistical evidence of psychotherapeutic effectiveness in treat- 
ing psychotic patients, and (2) he gave no detailed exposition of 
psychotherapeutic tactics. It is also true that Griesinger was a 
professor, and these ideas of his may have been passed over light- 
ly by “practical” men as “of academic interest only”—a technique 
of mild derision still much employed to evade having to deal with 
concepts which require much intellectual effort. 

Does a psychodynamic approach to the therapy of the psycho- 
ses make a statistically demonstrable difference in the rate of 
recovery or social improvement of patients? An affirmative an- 
swer to this question would have great practical and theoretical 
weight in influencing the opinions and practices of hospital psy- 
chiatrists. It is difficult to establish clear-cut “controls” for such 
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statistical comparisons. Schizophrenic patients offer a better pos- 
sibility for demonstration than do manic-depressives, because the 
“naturally” high recovery rate of the latter leaves little room for 
differentials. 

In the statistical evaluation of insulin treatment of schizo- 
phrenia in the New York state hospital system, the “control” 
series had an improvement rate of 22.1 per cent (8). A somewhat 
similar study in the Rhode Island state hospital (Rupp and Fletch- 
er) indicated about 21.9 per cent improved (9). There is no 
reported series of schizophrenic patients on whom a specifically 
formulated psychodynamic therapy has been uniformly tried, 
but there is evidence of considerably higher recovery rates under 
the more intensive and individualized therapy given to schizo- 
phrenic patients in private mental hospitals. The report by 
Cheney and Drewry (2) indicates that nearly half (47 per cent) 
of a series of 500 schizophrenic cases at the Bloomingdale Hos- 
pital recovered or improved sufficiently to get along without hos- 
prenon. The markedly higher recovery rates in the private 

ospital as compared to the state hospital do not prove any specif- 
ic psychodynamic formulation, since they represent the general, 
over-all advantages of such care; but it seems highly probable 
that these advantages are gained by the more individualized and 
personalized care and treatment possible in the private hospital; 
and this probability does have definite psychodynamic implica- 
tions. In the Henry Phipps Psychiatric Clinic, under Adolf 
Meyer's leadership, parergastic reactions (essentially equivalent 
to schizophrenic illnesses) were treated somewhat more specifi- 
cally on genetic-dynamic principles and, according to Rennie’s 
(7) follow-up studies, some twenty years after the initial admis- 
sion, 61 per cent were out of hospital, only 9 per cent of whom 
were living at home as invalids. 

In the detailed analysis and criticism of these ,comparative 
figures, many points have to be taken into account. Psychiatric 
skills count for something, although it is worth noting that the 
principal psychiatric personnel in the Phipps Clinic working most 
closely with these patients were young physicians on the resident 
staff, in training to become psychiatrists. 

In comparative studies on schizophrenia it would be of con- 
siderable importance to distinguish, if possible, between the types 
of condition designated by Langfeldt (6) as true schizophrenia 
and schizophreniform reactions, but it is not now feasible to 
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make this distinction on the case material of the reports men- 
tioned. Perhaps, also, one should point up the indubitable fact 
that those schizophrenic patients who did well must have used in 
the recovery process assets and capacities which were of consti- 
tutional origin. Also, some whose course ran downward toward 
personal dilapidation may have been strongly influenced toward 
that course by environmentally determined psychological expe- 
riences. The case is not wholly for or against psychodynamic 
principles. 

Without going into further analysis of these comparative 
results, they may be taken as at least strongly suggestive evidence 
that the course of schizophrenic illness is PUR influenced by 
a considerable amount of individualized attention. This sample, 
from a rather grim segment of the field of psychiatry, is offered 
here to call attention to the importance of psychodynamic con- 
siderations in the psychoses. here are also other reports, less 
statistically impressive, but giving more individual details, con- 
cerning the successful psychotherapy of schizophrenic patients, 
by Kempf, Sullivan, Fromm-Reichmann, Bullard, Betz, Rosen, 
Knight, and others. 

What is the modus operandi of those successful psychothera- 
peutic efforts with schizophrenic patients? What are the reasons 
why such efforts are not more uniformly successful? In what 
respects does the “schizo hrenic process” represent a personal 
form of reaction, susceptible to the personal dynamic: influence 
of the therapist, and in what respects is this “process” im- 
personal? 

These and many other questions regarding schizophrenia and 
other forms of psychotic reaction represent problems of special 
importance for the development of p yehorymamie psychiatry. 
Yet there is a certain KITEA implication of specificity implied 
in these questions, as in many others which are asked in psychia- 
try. Every patient is a person; nearly every patient has been at 
some time functioning in fairly gratifying fashion, with a set of 
personal values which bound him in a gratifying sense of morale 
with some other fellow-men; these human attributes are not alto- 
gether lost because he shows for a time a psychotic disturbance 
in his conduct of life; it is likely to happen, in the prolonged 
complexities of interpersonal interactions which occur during 
psychiatric treatment, that dormant potentialities may be acti- 
vated, normal hopes and expectations may resume something of 
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their accustomed role, and much that is still actually or potential- 
ly normal in the personality may be strengthened and encouraged. 
An understanding and aa of “human nature” may 
make the psychiatrist useful to a poe even though specific 
morbid processes are not specifically understood or specifically 
combated. Psychodynamic influences in the treatment of a psy- 
chotic patient are therefore as broad as “human nature.” 


BIOLOGICAL AND SOCIAL IMPLICATIONS or PURPOSE OR 
MEANING IN BEHAVIOR 


Among the ordinary facts of human nature which must be 
rated high in psychodynamic importance is the fact that the hu- 
man being looks forward in time with pleasant or unpleasant an- 
ticipation, and he struggles, more or less appropriately, to master 
anticipated events or adapt himself to them. Human experience is 
not merely passive endurance of the present and desire or dread 
of the future; it is also active striving toward some goal. This 
active striving, directed toward the future as either conscious 
intention or unconscious en is one of the primary “facts of 
life,” distinguishing psychodynamics from the physical sciences, 
such as hydrodynamics. 

Some students of biology, with an aversion for vitalistic con- 
ceptions and a preference for materialistic, have juggled verbally 
with the word “tropism,” in a strenuous intellectual effort to ex- 
plain, or to explain away, this disturbing biological characteristic. 
Whatever may be the ultimate value of “tropisms” in explanatory 
hypotheses, the student of human nature who wants to work 
with human nature without too stilted doctrinaire commitments 
finds it more realistic to use terms such as “impulse” and “attitude.” 

During the illusory “Age of Reason,” stimulated by the French 
peta i a the rationality of the human being, in relation to 
purposeful effort, was greatly exaggerated. In the present age we 
appreciate better that the futurity orientation is manifested in 
human experience, not just in rational planning and intention, but 
rather'more in emotional aspects, such as drives, wishes, faith, 
distrust, or anxiety. In this way we express our acknowledgment 
of the emotional aspect of biological functioning not merely as 
an aesthetic ornament to life or a mere epiphenomenon but as 
part of the working organization for living. The elaborate organ- 
ization of the human brain for the utilization of distance-recep- 
tion (sight and hearing, with the correlated activities of looking 
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and listening) is part of the organic preparedness for dealing 
with futurity—with objects or events sensed afar but not yet 
within range to grasp or to ward off. 

The futurity-oriented nature of man’s organization and wa 
of life is manifested in complicated psychological and physiologi- 
cal functions for which we may use the general term “attitudes.” 
An appreciation of attitudes is a primary necessity for a psycho- 
dynamic understanding of man. 

In imitation of the EN used in simple sorts of laboratory 
experiments, the wor “stimulus” is often applied to an object, or 
a sensory cue from an object, which appears to elicit a response 
from a person. Even in laboratory experiments, however, it has 
long since been demonstrated that er ae in the time, inten- 
sity, and mode of response can be produced by changing the “set” 
of the subject, that 1s, by influencing his attention and expecta- 
tions. In the more vital affairs. of life, as distinguished from 
laboratory experiments, the set or attitude of a person has a very 
great importance indeed in determining his reactions, to so large 
a degree that one’s behavior is often more significantly character- 
ized as the manifestation of an attitude, in a particular situation, 
than as a mere response to a particular stimulus. 

One’s set of patterns of preparedness for behavior constitutes 
one’s repertoire of attitudes, some simple, some very complex. In 
the post-Darwinian period of the study of human nature, with 
increased appreciation of the biological nature of man, the term 
“instinct” provided a convenient and attractive concept for 
thinking about biological pro ensities as fundamental in the 
formation and manifestation of human behavior patterns. In so 
far as instinct implies a fixed, innate pattern, characteristic of a 
species, it is not very aptly applied to human beings, since the 
patterns of human behavior appear principally to be learned— 
socially or culturally transmitted from generation to generation 
rather than by innate genetic mechanisms. Yet the biological 
needs of man—such as sustenance, shelter, and reproduction— 
require in all cultures and for each generation the development 
and transmission of some basic cultural patterns adapted to the 
satisfaction of his biological needs. The great modifia ility in the 
patterns of human behavior is one of man’s greatest otential 
assets, but it may also render one susceptible to cultural distrac- ` 
tions away from biological aims; hence the human being requires 
forceful inner impulsions to assure drive and reinforcement of 
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his action toward biological ends. This inner impulsive force is 
experienced as emotion. The author has elsewhere (11) ex- 
pressed the concept that there is among animals a reciprocal, or 
supplementary, rather than a parallel, relationship between emo- 
tion and instinct. Those species-which depend largely upon fairly 
fixed, innate patterns of behavior have no great need for emo- 
tional incitement or prompting, whereas those species, like man, 
who show great capacity for the intelligent modifiability of 
behavior need to be incited and prompted more strongly by 
emotional forces to assure biologically appropriate conduct. 
Although social anthropologists have built up overwhelming 
evidence Le the cultural rather than the instinctive patterning of 
human behavior, the term “instinct” has by no means disappeared 
from discussions of psychodynamics. The use of the term persists 
for another reason—not because the patterns of behavior are still 
believed, in the face of this anthropological evidence, to be 
instinctive (in the sense of innate) but rather because it has been 
felt necessary to recognize by some term the emotional drives 
representing Batogleal propercies and impelling toward the 
Palace of biological necessities. In so far as instinct implies 
that behavior is motivated by inner driving forces correlated 
with biological needs, it has retained a certain usefulness in dis- 
cussions of human nature, in default of some more suitable term. 
Unfortunately, misunderstanding and confusion result from the 
failure to recognize this semantic change. Sometimes, to indicate 
this modified sense, the neologistic adjectival form “instinctual” 
is used instead of “instinctive.” In this sense “instinctual”. is 
practically synonymous with “emotional” as suggested above. 
The mammalian character of the human species and the long 
duration of human pregnancy, infancy, and childhood impose a 
special biological necessity upon the human species—the need to 
protect and nurture the young, A tenderly protective attitude 
toward babies and toward mothers exists in human nature and 
implements mankind for fulfilling this need. Interpersonal rela- 
tionships involving this biological protective propensity, such as 
in family life and in group solidarity, constitute one wake most 
characteristically human traits, and mankind is thereby provided 
with a sound biological foundation for altruistic interpersonal 
attitudes of the highest importance for individual human satisfac- 
tion and for human society. Aggressive, competitive attitudes 
and hostile, destructive attitudes, which also have a sound 
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biological basis, complicate these same interpersonal relationships. 
The individual person, at any particular stage of his growth, 
has developed, out of his innate propensities and his social ex- 
perience, some organization of attitudes, more or less integrated, 
through which he establishes and maintains relationships with 
other persons. This organization of interpersonal attitudes may 
be designated his “personality,” sometimes more elaborately 
called “personality structure.” The manifestations of this organi- 
zation of interpersonal attitudes may be designated “personality 
functions,” and this term may also be applied to accessory and 
contributory functions, such as feelings, habits, thinking, fan- 
tasy, and the like, which directly subserve personal behavior. 
Psychotic patients are those who are so seriously disturbed in 
their personality functions that, for the time being, they are 
socially unreliable, that is, insufficiently responsive to the needs 
and expectations and common’ sense of others. The causes of 
such personality disturbance, of a ps chotic type and degree, 
may be multiple and various—cerebral lesions, intoxications, frus- 
trations, unmanageable fusions and confusions of hostile and 
affectionate impulses, fixed moods of despondency, immature 
attitudes, psychologically traumatic experiences, etc. Indeed, it 
is a commonplace of psychiatric wisdom to say that the causes 
for a particular person’s sychosis are always multiple, in the 
sense that any one etiological factor would not initiate or 
maintain a psychotic reaction if other factors did not combine to 
induce or to permit such a reaction. Conversely, therapeutic 
influences, favorable to the restoration of better personality 
functioning, may be found to have some efficacy in relation to 
any one of the etiologia] factors, or even in the less specific way 
of general support. For example, it is a common observation that 
the psychotic patient is not likely to be favorably moved by the 
usual exhortations to “snap out of it” and “get into the game”; 
but, if patronizing exhortations are tactfully omitted and oppor- 
tunities for congenial activity are patiently and invitingly of- 
fered, many such patients may respond by participation, and the 
interest aroused by such activity may be of considerable dynamic 
importance in fostering an enjoyment of normal functioning and 
a resumption of socially directed and socially rewarding effort. 
Whatever occurs in psychotherapeutic discussions with en 
chotic patients or whatever happens in their hospital living w ch 
may aid in restoring the credibility and practical faith of the 
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patient in his normal system of attitudes and expectations may 
make a dynamic contribution to the therapy of such patients. In 
attempting to activate incentives, On this principle, the would-be 
therapist who did not appreciate the psychotic patient’s altered 
sense of values and expectations could make many futile moves 
and egregious blunders. It would be particularly unwise to make 
serious plans and attempts in this direction with a particular 
patient, without any knowledge of that patient’s former, pre- 
psychotic, set of values and attitudes. One treats persons, not 
schizophrenia or depression. On the other hand, success in ther- 
apy does not necessarily insure that one has gotten to the specific 
psychopathological roots of the patient’s trouble. That is to say, 
essentially, that psychodynamics and psychopathology are not 
identical. One may work, psychodynamically, with what is still 
normal in a partially psychopathological person; and, indeed, 
much of the art of psychotherapy consists essentially in doing 
just that. 

Theoretically, it is possible to consider psychodynamics in 
logical abstraction as something distinct from the practical clin- 
ical problem of establishing personal rapport and mutual under- 
standing and communication. But what is theoretically possible 
may be practically impossible. There are physicians working in 
psychiatry who are strikingly deficient in the capacity for mu- 

i tually meaningful communications with patients, which means 
more than just verbal interchange; but the author has never 
found any psychiatrist of this sort who showed a real compre- 
hension of, or belief in, psychodynamics, and it is indeed difficult 
to see how anyone could personally validate psychodynamic 
principles without this capacity. In a very real sense the develop- 
ment and validation of psychodynamics hinge on some means of 
establishing rapport. The art of interviewing patients is, at least 
in the present stage of the development of psychiatry, insepa- 
rably involved in any successful effort to apprehend and to vali- 
date psychodynamic principles. To a considerable extent, there- 
fore, it is necessary, for a useful discussion of the general topic, 

| to consider the way in which psychiatrist and patient find a 

common ground of meaningful personal interaction. Consider- 
ation must therefore be given to the surface problem of estab- 
lishing contact, as well as to the depth problem of personality 
structure and unconscious motivation. A more detailed statement 
of the author's orientation to this task may be found elsewhere 
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(12, 13). Here attention is directed in a more general way to the 
kinds of issues which emerge when psychiatrist and psychotic 
patient succeed in establishing mutual understanding. 


r 
SPECIAL PSYCHODYNAMIC FEATURES IN 


SCHIZOPHRENIC REACTIONS x 


Attempts to understand schizophrenic behavior, rather than 
merely to describe it, have frequently taken the form of trying 
to apply preformed conceptions of psychopathological mecha- 
nisms, as worked out in the neuroses. It is, indeed, true that the 
clinical study of schizophrenic patients provides a happy hunting 
ground, so to speak, for those interested in the sort of material 
that is commonly repressed by normal and neurotic patients. 
The behavior and statements of schizophrenic patients exhibit 
such materials in rare abundance, and the patients themselves go 
a long way in the “interpretation” of this material. Ambivalent 
feelings, incestuous wishes, unrealistic impregnation fantasies, 
homosexual sensitivities, and much other fascinating “material,” 
which in other patients is unconscious and strongly repressed, 
requiring much skill and patience to uncover, are isplayed by 
schizophrenic patients to the student of psychopathology in 
embarrassing profusion—embarrassing, in a way, to the person 
trained in psychoanalysis of the neuroses and committed to cer- 
tain expectations, because such disclosures coming from a schizo-, 
phrenic patient do not seem to have the expected abreactive 
accompaniment or the desired therapeutic value. It has been 
said, half-facetiously, that schizophrenic patients were the only 
people who knew of Freud's discoveries before he did. i 

The ready disclosure of such psychoanalytically “symbolic” 
material may be compared to the disclosure of intimate house- 
keeping details by the collapse of the facade of a bombed apart- 
ment house. Many schizophrenic patients happen, by reason of 
their particular form of reaction, to drop the social fagade 
maintained so meticulously by ordian mortals. Much of the 


it has only an indirect bearing on the schizophrenic illness. It is 
as if a lot of stuff is freely disclosed in the psychosis which in 
normal and neurotic persons has to be laboriously spied out, 
through a piecemeal penetration. of the façade of concealment 


and repression. Many of these disclosures have special pertinence 
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for adjustment but have relatively slight direct pertinence for 
understanding the meaning of the schizophrenic psychosis. 

In the author’s opinion, much of this “symbolic” material, 
interesting as it is, lies a bit to one side of the main issues in 
schizophrenic patients. The author has found it a great advantage 
to approach the study of schizophrenic patients rather more 
tata ty from the viewpoint of the psychodynamics of ordinary 
life. Fair success has attended attempts to comprehend the 
significant issues by direct dealings with such patients rather than 
by interpreting into another idiom. 

In general, a sic ea reaction develops, sometimes 
quickly, more often gradually, as the culmination of a period of 
prodromal preoccupation. In the earliest stages the patient’s 
preoccupations are usually heavily charged with anxiety, but in 
the midst of the psychosis (which has provided some pseudo- 
solution) the initial anxiety may be more or less forgotten. If 
one wishes to learn about such preoccupations, there is little 
point in asking directly: It is more profitable to inquire about the 
life-situation. The patient in telling about the situation—now or 
at an earlier time—may reveal, by the erspective in which he 
casts his comments, the projection of fis own preoccupations. 
The aim of this “situational” approach is not to find the situ- 
ational cause of the patient’s illness but to comprehend the 
patient’s attitudes toward his life-situation and the persons in- 
volved in it. Without such a personalized appreciation of the 
issues, the psychiatrist, although he ma quite correctly cate- 
gorize the psychosis, will have no basis for establishing personal 
rapport with the patient, as the patient is experiencing the psy- 
chosis. To every patient, his illness is a personal experience, not 
a category in a catalogue; and, if one wishes to establish personal 
rapport, for the better utilization of psychodynamic influence 
one needs to establish liaison through some imaginative appreci- 
ation of the patient’s attitudes and experience, Rapport has to 
work in both directions; one may hope that the patient will 
establish rapport with the therapist, but the therapist can also 
take active steps to establish rapport with the patient, through 
efforts to comprehend his attitudes. There is no great advantage 
in pretending to agree with the patient’s attitudes, but there is 
considerable advantage in appreciating his attitudes. 

Every patient who is aware of a personal problem tends to 
feel that his problem is unique. In a certain sense this is true and 
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can be promptly acknowledged. Yet the psychiatrist is greatly 
aided by the extent to which certain generalizations hold true. 

Among schizophrenic patients, for example, one notes a ver 

eneral resentment of control and a yearning for independ, 
ence.” At least one-can say that, in their conversations, one 
notes frequent use of the word “independence” or some equiva- 
lent phrase, such as “I wish they would let me alone.” With 
regard to this yearning for “independence,” the typical schizo- 
phrenic pattern of behavior is, however, passive resistance rather 
than an active rebellion directed toward specific concrete goals. 
Discussions with schizophrenic patients regarding their child- 
hood often reveal feelings of having been obliged to be excessive- 
ly good or to submit to some domineering parent who imposed 
a strict conventional rule, In the prodromal period the apparent 
lack of appreciation or affection is dee ly resented, with much 
emphasis upon “the hollowness of it all” or some other expres- 
sion implying that the game is not worth the effort. Not infre- 
quently, then, the pee are disowned and disparaged, out- 
spokenly or by implication. These are often difficult judgments 
for the independent observer to check on, but the principal 
psychodynamic consideration is the patient’s attitude, not 
whether it is objectively justified or not. 

An illustration may clarify this point. A schizophrenic young 
woman of 23, in recounting her childhood experiences, expressed 
much resentment against her father for what she had come to 
consider afterward as his unfeelin domination, and she men- 
tioned in this connection some il reine shoes provided for her 
by him at some time in her early childhood which she said had 
caused her much pain but which she had had to wear. Further 
discussion brought out the fact that she had not mentioned to her 
father the painfulness of wearing these shoes. Just how he was 
supposed to have known that they hurt was not at all clear; yet 
she blamed him bitterly for causing her this continued pain. This 
pattern of unreasonably blaming a parent is a very common phe- 
nomenon in schizophrenic patients’ accounts of their childhood. 
It may also be noted that there is an additional attitudinal impli- 
cation, in the account given by this schizophrenic young woman, 
that she may have been yearning for such a close and sympa- 
thetic attention from her father that he would have intuitively 
appreciated her pain and gotten her some other shoes. Such a 
yearning for the father’s appreciation was in this case abundantly 
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confirmed, With all due skepticism as to a patient's reportorial 
precision of statements about situations, the psychiatrist never- 
theless does well to ponder the attitudinal implications of the 
patient’s words. Indeed, if all statements which might be in 
error were discarded from consideration or merely written into 
the record as evidence of delusion or distortion, one would be 
throwing away a very large portion of the material most useful 
for the psychodynamic understanding of the patient’s attitudes, 
of the conflicts within the patient, and of the issues felt to exist 
between the patient and others. To discard all these potentially 
useful cues to an insight into a patient’s attitudes, on the basis of 
delusion or factual distortion, would be to ignore the funda- 
mental importance of attitudes. This is perhaps the most common 
neglect in the hurried hospital practice of psychiatry. 

In the common schizophrenic issue of “independence” one 
notes a certain hollowness or lack of substantiality. Such a desire 
is not, as it might be for others, a practical wish to have freedom 
to work out a definite concrete constructive ambition. Most 
typically, the schizophrenic patient’s desire for “independence” 
is a resentment against influence. The influence which is resented 
is not purely imaginary. It is in the nature of normal social living 
that everyone is continuously and inescapably surrounded by a 
network of social influences which operate usefully to maintain 
socially acceptable modes of behavior. Most persons scarcely 
notice their “social harness” because they are gratifyingly occu- 
pied in the considerable range of freedom permitted. Perhaps it 
would be the same for the schizophrenic patient if he had felt 
significantly rewarded by the appreciation of others and the 
gratifying sense of personal Sp fanes, Even though in early 
life such a person bs tried hard, through conforming to the 
i ain and social demands of parents and others, to gain 
affection and appreciation, he often feels unsuccessful and inade- 
quate and comes to resent these demands as coercive and reacts 
with emotional revulsion against whichever coercive influences 
are felt most gallingly. Thus, at times, the most elementary social . 
conventions are disregarded—even the primary constraints of 
domestication, such as bowel and bladder control. To be so 

independent” as that means not freedom but futility. 
_ When the psychiatrist attempts to exert psychotherapeutic 
influence upon a schizophrenic patient in a mood like this, he 
faces indeed a difficult task. There is required at least some period 
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of nondirective, permissive, and appreciative contact. Yet a 
wholly passive attitude does not succeed. Complete passivity in 
the psychiatrist implies some disrespect—as if the patient were 
considered so weak he could not stand to have the doctor display 
any genuine attitudes of his own. In this connection, one must 
consider another rather characteristic feature of many schizo- 
phrenic patients. They appear to view the world (from the 
paradigm of their view of their own parents) as composed of 
only two possible types of persons—the strong but domineering 
type and the indulgent but weak type. It is useful, therefore, while 
avoiding any tendency toward coerciveness or domination, to 
provide the patient at least some glimpses of one’s own capaci- 
ties for decisiveness and strength, not exerted against the patient 
but, if possible, with and for him. With a schizophrenic patient 
a junior physician has often an advantage over his seniors. The 
patient automaticall attributes a domineering attitude to the 
more authoritative foua whom he sees as the “big boss.” This 
may be entirely unjustified, but the patient reacts in this way 
automatically and persistently, as an expression of preformed 
attitudes and expectations. During insulin treatments one may 
note, also, that some schizophrenic patients develop an appreci- 
ation of the physician’s decisive strength, acceptable because it 
does not seem personally coercive in this context. Conversely, 
any hint of nagging impatience toward a schizophrenic patient 
is likely to arouse a massive, though often passive, resistance. As 
an expression of the sensitivity to whatever is felt as social 
coercion, even in the later stages of a patient’s recovery from a 
schizophrenic reaction, any special emphasis upon meeting con- 
ventional expectations, as a basis for appreciating the patient's 
success, is likely to be deeply conde and may precipitate a 
relapse. The personal appreciation of the therapist appears to be 
most helpful to the social and economic rehabilitation of the 
schizophrenic patient when it can be based on the patient’s at- 
tractive personal qualities and individual talents rather than on 
correct behavior or success in business. 

The foregoing comments are offered as illustrative of the 
general sensitivity of schizophrenic patients to coercive influ- 
ences. If one deals with the schizophrenic patient in a pattern 
suggested by these considerations, the possibilities of useful 
rapport are considerably enhanced. From the therapeutic stand- 
point, this is gratifying; from the scientific standpoint, it consti- 
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tutes a certain measure of experimental verification of the psy- 
chodynamic importance of the independence motif. For one who 
„is primarily interested in achieving valid formulations, a particu- 
lar caution should be borne in mind: do not press the patient for 
direct verbal confirmation of this underlying attitude, for the 
patient is likely to react antagonistically to this form of social 
pressure also. Some highly intelligent schizophrenic patients may 
spontaneously offer abstract formulations of this independence 
motif, but far more commonly the expression of this motif takes 
the form of “negativism” or of “ideas of reference,” or even less 
sharply pointed, vague resistiveness. 

The ee schizophrenic “independence,” or reaction- 
against-influence, is manifested in relation to sex in a variety of 
subtly similar but apparently contrasting ways, such as in ascetic 
withdrawal, homosexual panic, or autistic love affairs. Freud’s 
classical paper on the Schreber case (4) has especially high- 
lighted the preoccupation with the homosexual problem as an 
important feature of paranoid schizophrenia, of which there has 
been much clinical confirmation—also much misunderstanding. 

The schizophrenic reaction-against-influence can extend so 
far as to make him feel an unwilling victim of sexual impulses— 
coerced, so to speak, from within. “You can’t get away from 
biology,” was the pathetic, resigned comment of one paranoid 
schizophrenic man, about to return home to his wife. He was.a 
poetical, impractical, but intellectually brilliant schoolmaster, 
married to a practical-minded, forceful, lusty wife. In his “sick- 
est” a he had spent rapturous weeks and months in con- 
templation of the Virgin Mary—poetical visions of femininity 
devoid of crude sexual drive, in which he had experienced a 
glorious sense of “freedom from biology.” For a fellow such as 
this, many of the features of social life—feminine dress, dancing 
parties, polite manners, cosmetics—may appear in effect as 
aphrodisiac accessories in a combined social and biological con- 
spiracy to seduce one, willy-nilly, into sexual and matrimonial 
subjection. i 

It is true that for many men with attitudes somewhat similar to 
those of this schoolmaster society also provides conventional 
defenses against emotional entrapment by females, only to leave 
them unexpectedly susceptible to, and unguarded against, the 
arousal of sexual feeling by another male, since the biological 
constitution of mankind is rather nonspecific in this respect—as 
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with other anthropoids—and leaves one open to such homosexual 
arousals. It is the author’s clinical impression that many paranoid 
schizophrenic reactions—in the form of both panic and delusional 
defenses—represent reactions against homosexual impulses in this 
sense, not because of any specially pathological “homosexuality” 
but because the patient feels influenced in an unwelcome way, at 
an unguarded pon and becomes intensively preoccupied in 
improvising defenses. Back of it all, for the schizophrenic, lies 
the reluctance to be caught up in any influences which might 
sweep him into the dangerous current of life. 

A paranoid schizophrenic girl had manifested in the prodromal 
phase a pattern of behavior which might be called intensive 
nymphomania—an extravagant succession of affairs in which she 
exposed herself to overt sexual experience with men in what 
might be described as a desperate pursuit of a kind of emotional 
immunity—seeking an unattainable “independence of spirit”! by 
making light of the physical sexual relationships. She did not 
succeed—her spirit was repeatedly bruised by these experiences— 
but that only increased the desperateness of this curious search 
for “spiritual freedom.” She was, naturally enough, preoccupied 
about the condemnation by her parents and by the church and 
by society in general, out of which preoccupations she evolved 
the conviction of a conspiracy to make a prostitute out of her— 
or rather, more precisely expressed, “to make her out a prosti- 
tute” by the misinterpretation of her own spontaneous, “ideal- 
istically motivated” behavior. 

The autistic love affair, so prominent a feature of many hebe- 
phrenic patients, may appear superficially, like the above ex- 
ample, to express a strong sex desire, but its very silliness—the 
absence of practical social steps toward effective sexual mating— 
hints at something amiss, and in some of these cases, too, one can 
come to understand and appreciate the dynamics better by tak- 
ing account of the independence motif. The one-sided romance 
has for the schizophrenic a certain charm. One may have much 
of the poetical st romantic pleasure, while free of conventional 
responsibilities and the blunt sexual demands of others or crude 
sexual impulses in one’s self. Such fairy-like, spiritual freedom 
does not seem a very substantial desideratum to ordinary men 
and women, but it is in the general vein of the schizophrenic 
aversion to “social harness.” : 

The foregoing diversified comments regarding the issues in- 
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volved in schizophrenic reactions and the attitudes of schizo- 

hrenic patients may be pulled together in the following gener- 
alized formulation: Schizophrenic patients are by no means 
completely different from the rest of mankind. They share in 
the broad, basic psychodynamically important characteristics of 
human living—anticipatory striving at conscious and unconscious 
levels toward what is desired and against what is dreaded, in 
patterns of behavior which are shaped by social experience but 
which derive their important biological meanings from the fact 
that they fulfil biological needs. Schizophrenic patients, being 
human in this way, may be influenced, favorably or unfavorably, 
by somewhat the same interpersonal influences that have uni- 
versal human significance. But the schizophrenic is character- 
istically “independent” in-a special sense: he has special resist- 
ances against being coerced by conventionality, special antipa- 
"thies toward being influenced or “victimized” to serve another’s 
-ends—even a very generalized reaction-against-influence. He is 
therefore rather resistive to authoritarian or rationalistic efforts at 
psychotherapy. Schizophrenic patients are not, however, beyond 
the possible psychotherapeutic reach of interpersonal dynamic 
forces, provided that there is a generous expression of personal, 
individual consideration and appreciation by an interested per- 
son, strong enough to rely upon but not domineering. 


SPECIAL PSYCHODYNAMIC FEATURES OF 
PsYCHOTIC-DEPRESSIVE REACTIONS 


For the consideration of psychodynamics, the term “psy- 
chotic-depressive reaction” covers a broader territory than just 
the cases reported in the usual state hospital statistics as manic- 
depressive psychosis and involutional melancholia. A consider- 
able proportion of the toxic and organic psychoses of middle life 
and late life—such as arteriosclerotic, general paretic, pellagrous, 
and vothers—manifest the clinical characteristics of depression, 
although, of course, otherwise catalogued in the statistical report. 

- The depressive form of reaction in such conditions appears to be 
determined by the personality in considerable measure. Treat- 
ment aimed wholly at organic factors may leave the patient in a 
depressed state which requires a grasp of the personal dynamics 
for its adequate understanding and best treatment. There is a 
current tendency to categorize as “depression” almost any ab- 
normal mental state of sadness or grief, but the author considers 
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this unsound. “Depression” is used here in the more restricted 
sense of a definite curtailment of personal and organic function- 
ing—retardation or agitation or extreme moody preoccupation 
which seriously limits one’s ability to carry on. Psychoneurotic 
depressive reactions are not considered here because they are 
dealt with elsewhere. The territory remaining under the heading 
of “psychotic-depressive reactions” is still very large and hetero- 
geneous. 

From the standpoint of personal meanings and emotional atti- 
tudes, what does it mean to be depressed? From patients’ own 
remarks, two general themes stand out prominently—the feeling 
of guilt and inadequacy (mental, moral, and physical) and the 
lack of personal meaning: “Everything is changed”; “I feel 
dead”; “Nothing seems real.” For descriptive categorization the 
psychiatrist may classify these and similar depressive comments: 
as “feelings of unreality,” “depersonalization,” or even “nihilistic 
delusion”; but what is their reactive significance for the patient? 
In most general abstract terms these appear to be expressions of 
diminished vitality, de endent upon self-inhibition. 

Disturbances of oral and anal functions (loss of appetite and 
constipation) and evidences of unconscious anal preoccupations 
in depressive reactions point up for special consideration issues 
wien characterize a very early stage in personality development, 
as worked out by Abraham (1). The prominence of obsessive 
character traits or frank obsessive-compulsive symptomatology 
in the prepsychotic life of depressed patients further emphasizes 
the link with the toilet-training period of life. Caricatured 
scrupulosity and grossly unreasonable explanations of guilt feel- 
ings bear witness to an exaggerated sense of responsibility regard- 
ing self-control. 3 

In searching clinically for a basis of mutual understanding with 
depressed patients-some way of appreciating the patient’s expe- 
rience of hi psychosis and of establishing communication an 
appreciation that the patient has demanded of himself and of 
others a very extreme degree of self-control has frequently 
provided the key to otherwise unintelligible self-accusations and 
self-recriminations. Many of these patients demand of themselves 
a control of themselves or of events amounting almost to 
omnipotence, failing which they feel guilty and insecure. When 
one perceives this point and comments upon it, these en 
not usually agree—they do not usually quite agree wit anything 
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one says—but subsequent conversations are often less inhibited, 
as if the patient, although constrained not to agree, feels relieved 
that the other fellow is looking into that aspect of the guilt 
feeling. 

Indeed, in a fair proportion of depressed self-accusatory 
patients, one finds many little evidences of self-justifying coun- 
tercurrents, manifested sometimes in subtle derogation of others 
who might be accusing them; sometimes in somewhat paranoid 
formulations, whereby others are blamed as unfair; and very 
often manifested in self-accusatory statements of such excessive 
absurdity as to elicit direct contradiction or at least disbelief in 
the listener. Not infrequently the current of self-accusation and 
the countercurrent of self-justification strongly suggest to the 
listener that a patient is trying hard, but unsuccessfully, to 
achieve a state of penitence, and the protracted duration of the 
condition may represent the continual inability to feel as penitent 
as he thinks he should. 

The psychiatrist with any considerable breadth of human 
experience and sympathy has been acquainted with grief and 
sorrow as the common lot of mankind and knows of the respon- 
siveness of many grief-stricken persons to appreciative and sym- 
pathetic counsel. Against such a background of comparison, the 
psychopathologically depressed patients exhibit a striking con- 
trast in their stiff-necked resistance. One senses, in many, a great 

bitterness and hatefulness. The perception of this component of 

“ hostility or resentment is a point on which one may note much 
disagreement among psychiatrists. As a point of systematic psy- 
chiatric formulation, it has become an article of dispute. Some 
psychiatrists assume an element of hostility in all depressive psy- 
chotics, as a part of “the mechanism”; others admit its presence 
only on overwhelming testimony in the form of a clear! ly stated 
acknowledgment by the patient; still others (of whom the au- 
thor is one) perceive evidence of hostile feelin: in many de- 
pressed patients and acknowledge its importance in the dynamic 
formulation of those patients, without assuming its universality 
in depressions. 

Those instances in which it proves possible for the psychiatrist 
to comment to the patient with equanimity and without partisan 
bias upon the personal issues underlying such partially manifested 
hostility have been, not infrequently, instances in which recov- 
ery begins rather promptly thereafter. If, however, the psychia- 
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trist, on only partial evidence, “takes sides” against that person 
against whom the patient feels hostile, then patient and doctor 
are likely to get much entangled in prolonged misunderstandings. 
One must be circumspect and just; with ie types of patients is 
it so ae to be just—and yet there is a strong temptation, 
arising out of sympathy for the patient, to try to relieve his or 
her guilt feeling by hastily taking sides. This constitutes one of 
the commonest stumbling blocks for the inexperienced and un- 
wary therapist. 

One of the current psychiatric problems of great importance is 
to establish a nbc understanding of the well-demonstrated 
efficacy of electro-convulsive treatment for relieving the depres- 
sive state. This treatment can be most reliably depended upon to 
relieve the self-accusatory, agitated depression in which i pa- 
tient seems to be asking for punishment. It is somewhat too 
simple to suppose that E.C.T. works just by fulfilling the request 
for punishment; yet this conception seems to have some perti- 
nence, The behavior of such patients before and after shock re- 
minds one strongly at times of the small boy who has worked 
himself into a hostile, tense, rebellious mood, quite recalcitrant to 
threats, yet whose whole attitude may be changed abruptly, b 
Iren corporal punishment, into a mood of relaxed and friend- 
y rapport. Also, to continue the analogy with the small boy, 
such treatment does not of itself solve any fundamental problems, 
but it may be a great help in establishing a reparedness for some 
thoughtful, freer discussion. To push the analogy one step 
further, the patient, as well as the small boy, may need further 
help in finding a face-saving and personally dignified and grati- 
fying way of feeling significant and powerful without having to . 
make such a tremendous issue of complete self-determination or 
self-control. Since there are many depressed pian whose way 
ofJife had become unbearably obsessive an self-demanding in 
their prepsychotic maladjustment, lasting improvement often de- 
pends upon the amelioration of that underlying neurotic attitude. 
This means reaching some working compromise on the omnipo- 
tence issue. i 

Many mothers in middle age have to change the pattern of 
their devoted interest in the family and give up some fondly nur- 
tured ambitions for their children because the children mature, 
marry, and, if normal, become preoccupied with their own lives 
and new families. Fathers may have somewhat similar experiences 
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but are rather more likely to be troubled about petting brushed 
aside and losing status in their business or professional career. 
Such situations, frustrating to long-ingrained habits and patterns 
of striving, may provide occasions for pyeliotic reactions of 
either paranoid or depressive type, or mixed. Perhaps one is for- 
tunate, though unhappy, not to be wholly self-righteous at such 
a time. Self-disparaging ruminations, in which one recounts and 
magnifies one’s own mistakes, errors, and inadequacies and directs 
the disgruntled resentment against one’s self, are distinctly un- 
pleasant but not so malignant as the paranoid expression of self- 
righteous resentment against others. When these reactions are 
mingled in the same patient, success in relieving guilt ni 
may have the unfortunate effect of releasing paranoid trends, 
more difficult to work with. 

The clinical distinction between endogenous depressions and 
reactive depressions offers interesting psychodynamic implica- 
tions. The distinction is not so sharp as ad textbook case material 
would indicate, and often hinges upon the perspicacity of the 
psychiatrist in comprehending (or failing to comprehend) the 
sometimes intricate bearing of the patient’s attitudes and expecta- 
tions upon the life-situation. For example, one nice old gentleman 
had suffered, over two decades, a series of de ressions, considered 
to be of the classical endogenous type until it became apparent 
that each depression had occurred after some brilliant success of 
his remarkably gifted oldest son. The series was climaxed at last 
by a prompt and successful suicidal attempt immediately follow- 
ing the receipt of news that the son had received an important 
appointment in the government service in a field where the father 
_ had long prided himself upon his superior knowledge and under- 

standing. 

__In perceiving, evaluating, and dealing with suppressed jealous- 
les, resentments, rivalries, and other morally condemnable feel- 
ings in depressed patients, one runs considerable risk of shattering 
the patient’s morale either by condemnatory or by overprotec- 
tive attitudes, Skill and care in finding and using acceptable 
words for the discussion of these touchy matters may spare psy- 
chiatrist and patient much distress, There is a subtle but impor- 
tant distinction between fine sentiments and mawkish sentimen- 
tality. There are nice distinctions between feeling hurt, resentful, 
hostile, or vindictive—distinctions sometimes slurred over by a 
hasty psychiatrist but important to the patient because of differ- 
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ences in moral gravity. Our lahguage is rich in substantially 
synonymous forms of apr on carrying, however, differing 
weights of social approval or disapproval, and the depressed pa- 
tient may be quite fastidious about these moralistic connotations. 

Despite these special sensitivities as to terms implying gale it 
has been notable in the author’s experience, however, that pa- 
tients who have depressive reactions show, in general, a rather 
limited appreciation of the subtleties of language as compared 
with some who have schizophrenic reactions. The schizophrenic 
seems to realize that there are many matters not precisely express- 
ible in words, and his language tends to be allusory, metaphor- 
ical, and indirect, even when he has a highly developed verbal 
skill and is fairly well motivated to communicate, whereas the 
depressive patient tends to expect of himself and of others that 
one should be able to state flatly exactly what one means and 
mean exactly what one says. The depressive type abhors meta- 
phor and sobiet and requests direct, blunt, even harsh speech, 
although characteristically inclined to add a quying buts a 
aimed at a rather pedantic accuracy. The schizop renic is more 
approachable through polite circumlocution and is a bit revolted 
at pedantic, schoolmaster-like efforts to pin things down in one- 
two-three formulations. These considerations have much psycho- 
dynamic importance, since the psychiatrist ordinarily has to de- 
pend on interviews in which speech plays a large role, both for 
obtaining the clinical material for psychodynamic formulations 
and for exerting psychodynamic influence. Skill in adapting 
verbal means of communication to the special characteristics of 
the patient has much pertinence for one’s success or failure in 
these tasks. There are nonverbal means of communication which . 
also have much psychodynamic importance, but nonverbal phe- 
nomena are more difficult to record and to utilize in the formu- 
lation of dynamics. Interesting and significant observations and 
interpretations on posture during interviews have been reported 
by Felix Deutsch 6) 

The manic type of reaction has a close relationship to the de- 
pressive. In most manic patients the depressive features ma be 
detected without great difficulty by close and continuous obser- 
vation. The manic behavior constitutes an exaggerated pattern of 
self-expression, covering personal uneasiness—a sort of self- 
administered antidote to depression, not quite effective. Psycho- 
dynamically, there is a close resemblance to whistling in the 
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eg The manic patient, like the more frankly depressive, 
manifests by implication a high evaluation of self-control and 
self-determination. It is expressed by the manic as an over- 
whelming insistence on self-determination amounting to an ob- 
sessive obligation to do as one pleases, rather than in self-con- 
demnation for one’s failure to control. For the recovering manic, 
as for the recovering depressed patient (they may be one and the 
same person), there is a File need to reach a working compromise 
on the omnipotence issue. A suddenly deflated manic runs a 
grave risk of suicide. Self-termination is the ultimate, and quite 
final, expression of the self-determination mania. 

Considered from the psychiatrically important viewpoint of 
regaining a sense of rapport with one’s fellows, the manic pa- 
tient’s expressiveness provides better chances than does the de- 
pressive patient’s subdued aggressiveness. The hospitalized manic, 
in his impudence against authority-figures, can nearly always find 
an appreciative audience, not merel: among other patients but 
also among employees and staff. Silly as it may be in its incep- 
tion, rapport so begun may grow into something constructive. 

In the foregoing discussion of psychotic depressive reactions, 
the central theme has been the patient’s high evaluation of self- 
control or self-determination (the omnipotence theme), with the 
various subordinate themes which grow out of this attitude, 
which may be rather arbitrarily listed as follows: (1) the struggle 
to inhibit hostile impulses; (2) self-condemnation for inadequacy 
or guilt; (3) the struggle to achieve penitence and its self-justify- 
ing countercurrents, (4) the eher tying-up of psy- 
ne hi and some physiological functions, or (5) the effort to 
cut this Gordian knot by excessively self-assertive behavior. 
There are helpful analogies with the experiences of the young 
child in the phase of early toilet training and in life’s early strug- 
gles to achieve mastery, but in combination with social approval. 
To speak frankly, however, one is not always able to fit all de- 
pressive reactions into one paradigm. 

As in dealing with schizophrenic reactions, so also in dealing 
with psychotic depressive reactions, the avenues of therapeutic 
approach to psychodynamic influence lie along the lines of the 
general dynamics of human nature, seeking to activate and to 
utilize the resources of the patient and to fap him thereby to 
work out a more satisfying way of life with a less circumscribed 
emphasis upon these special issues. 
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REALITY AND PsycHosis 


In attempts to define psychosis, the point has often been made, 
descriptively, that psychotic thinking is unrealistic. Since reality 
is itself a concept difficult to define and to use with precision, the 
descriptive value of this statement is dubious. The discriminative 
value of the statement is also diminished by the observation that 
nonpsychotic penon also foster many illusions and carry on a 
large part of their mental operations with the use of prejudiced 
attitudes and folk beliefs which could scarcely be called realistic 
or even logical. A more useful criterion than reality is the con- 
sensus of the group. It is descriptively valid to point out that the 
psychotic person’s beliefs and e processes diverge in con- 
siderable degree from the cultural norm. Whether this diver- 
gence be temporary or permanent, during its existence it serious- 
ly hinders the psychotic person in enterprises requiring social 
collaboration—and there are few enterprises in our culture which 
do not in some way involve social interaction. 

In addition to the descriptive purpose, the “reality” criterion is 
often used in a dynamic sense, in the familiar cliché that the 
schizophrenic patient has withdrawn from reality. Certainly, 
there is much in the schizophrenic reaction for which “with 
draw” seems an appropriate verb; but, rather than say oracular- 
ly that he has withdrawn from reality, it makes. more sense to 
say that he has withdrawn from other persons. Because it is large- 
ly through emotional association with other persons that one 
keeps sensible—as illustrated by the communicative or consensual 
implication of the term “common sense”—withdrawal from such 
association is a step toward strange and bizarre forms of folly. 
Even in its folly the human mind is not often altogether original. 
Because of the special independence motif of the schizophrenic 
reaction, with its revulsion against conventionally coercive influ- 
ences, there is often an otherworldly or quasi-spiritual quality 
which may link the schizophrenic, at least in his own feelings and 
formulations, with spiritual or religious characters. 

In Storch’s monograph (10) of 1922 an attempt was made to 
equate certain schizophrenic statements and modes of thought to 
“primitive, pre-logical” modes of thought, as formulated by 
Lévy-Bruhl, and also to point up say or identity with 
presumed archaic prelogical stages in the culture of the patient. 
Storch’s aim was primarily phenomenological, but he sought to 
develop his theme along lines of genetic psychology. Rather than 
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depend upon questionable theories as to primitive and archaic 
psychology and their similarities with the schizophrenic, the 
writer has found it more useful, and apparently sounder practice, 
to trace out, in individual schizophrenic patients, the emotional 
antagonisms to common sense and to the personal representa- 
tives of common sense. 

To many physicians, psychologists, and social workers whose 
personal knowledge of schizophrenic persons has been tangential 
rather than familiar, the phrase “withdrawn from reality” and 
the correlated phrase reality testing” have had a special appeal, 
because these terms have gained a certain familiar ring from dis- 
cussions of psychoanalytic theories of the ego and its role in the 
subordination of the pleasure principle to the reality principle, 
For those working within the psychoanalytic frame of doctrines, 
it is of pressing importance to develop a more adequate psycho- 
analytic conception of the ego and its disturbances, particularly 
for the dynamic understanding of the psychoses. The great prac- 
tical importance of a period of “reality testing” in the treatment 
of the schizophrenic patient has been stressed by Zilboorg (14). 

When the schizophrenic patient resumes trustful relationships 
with others, tentatively accepting the physician as the representa- 
tive of the consensus, the growth of confidence is a slow step- 
wise poe This relationship is tested repeatedly. Through its 
usefulness in holding out the possibilities for endurable and grati- 
fying relationships with other significant persons, the schizo- 
phrenic tendency to withdraw may be counteracted. 

Storch, in his lengthy discussion of Strindberg’s schizophrenic 
illness, refers to the latter’s “fear of dependence on another, the 
dread of being laced under some influence.” Storch says: “His 
fear of being fifluenced reminds one very forcibly of the fear of 
the primitive that a spell will be cast on him; and can be best 
understood by a comparison with this primitive apprehension.” 
There is no need to refer this to primitive cultures or to archaic 
times or to some withdrawal from “reality.” The dynamics are 
clearer if one sticks to the point that the schizophrenic withdraw- 
al is primarily a withdrawal from certain personal relationships. 


GENERAL CoMMENT 


The preceding discussions of schizophrenic and depressive 
psychoses, including some references to paranoid reactions, have 
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been shaped up to illustrate the possibilities and advantages of 
approaching the study and treatment of psychotic patients with 
respectful consideration for the psychodynamic forces in human 
nature. Little emphasis has been put on highly specific mecha- 
nisms. The general principles are not confined to the so-called 
“functional psychoses,” but have pertinence for many patients 
for whom organic disease and toxic conditions are also signifi- 
cant factors in the etiology of a psychotic reaction. It is assumed 
that attention to psychodynamics should not inhibit the proper 
clinical study of each patient for all ractical possibilities of cor- 
recting or ameliorating any organic factors. 
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ing the major psychoses, even though this has not been the 

primary working area for most psychoanalysts. With the 
wider dissemination of psychoanalytic training, especially in 
closed mental hospitals, we may hope for a much more intensive 
research-therapeutic program fe will justify current assump- 
tions that a large causative component af 


[ieee is considerable psychoanalytic literature concern- 


the psychotic process 
is psychological. It is notable that some of the eading analysts— 
Freud, Abraham, Schilder, Sullivan, and Alexander—do not sub- 
scribe to a total psychogenic etiology as an adequate explanation 
for ego weakness (11, 37, 62, 79, 95> 96). This was the situation 
in 1902-14 when Freudian concepts were first given a home in a 
closed hospital at Burghölzli in Zurich, Switzerland, by Bleuler, 
Jung, Ricklin, and Abraham, at a time when both neurosis and 
psychosis were generally regarded as without psychological 
meaning, since they were thought to be due to organic conditions 
such as anemias, infections, or irritations. The story of these early 
days when the psychodynamics of psychoses were eagerly 
studied has been told in part by Jung (70) and Brill (20). The 
Pro this period is evident in the writings of this group 
in the Jahrbuch für Psychoanalyse, Vols. 1-6 (1909-14), whic 
includes important essays by Bleuler, Bjerre, Grebelskaja, and, 
Maeder. Unfortunately, this interest was not sustained. Sporadic 
essays and histories of cases continued to appear, however, with 
the result that most contemporary psychiatrists assume that the 
psychotic process is intelligible, even though they are uncertain 
about the etiology. 
>. With the appearance of Freud’s Three Contributions to the 
Theory of Sex (1905) (52) to reinforce the earlier writings, 
especially Studies in Hysteria (1895) (19), “Further Remarks on 
the Defence Neuro-psychoses” (1896) (45), and The Interpre- 
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tation of Dreams (1900) (46), students had enough evidence to 
permit them to grasp some of the psychotic mechanisms, espe- 
cially in the spheres of reality testing, hallucinations, delusions, 
and illusions. The evidence for the existence of an active “uncon- 
scious,” the logic of the emotions, the nature of repression and 
substitutive mechanisms, the purposefulness of psychotic be- 
havior, and the direct relation of current symptom pictures to 
the genetic-dynamic development of the patient in the family 
setting became living concepts which stimulated workers to new 
efforts, This attitude was revolutionary, for, even though few 
patients showed marked improvement and an understanding of 
the etiology of psychosis remained incomplete, there was new 
hope that this psychological method would lead to better under- 
standing and consequently to more effective therapy of the 
pevetiblogia conflicts in the patient. Psychoanalysis furnished 
an instrument for the study of the underlying dynamics in the 
family organization in hospital policies and practices, and in the 
psychological meaning of physical and chemical therapies, The 
unfolding of these possibilities has been slow, but their potential- 
ity remains large. Freud’s papers on the Schreber case (1911) 
(51), “On Narcissism” (1914) (49), “A Case of Paranoia Run- 
ning Counter to the Psychoanalytical Theory of the Disease” 
. (1915) (44), “Mourning and Melancholia” (1917) (48), “Neu- 
rosis and Psychosis” (1924) (50), and “The Loss of Reality in 
_ Neurosis and Psychosis” (1924) (47) are perhaps his most _ 
„important essays on the psychoses; but many of his other writ- 
-ings reinforce the Sekda concepts which are useful in interpre- 

tation of psychotic behavior. . 

Though few in number, the contributions of Karl Abraham to 
this subject deserve special attention, Beginning in 1907-8 at 
Burghölzli with “The Psycho-sexual Differences between Hys- 
teria and Dementia Praecox” (1908) (3), he continued with 
“Notes on the Psychoanalytical Investigation and Treatment of 
Manic-depressive Insanity and Allied Conditions” (1911) (2), 
establishing beyond doubt that some cyclic mood disorders could 
be favorably influenced by sychoanalytic therapy and could be 
understood in terms of the Freddie models for the neuroses. His 
major contribution, “A Short Study of the Development of the 
Libido, Viewed in the Light of Mental Disorders” (1924) (5), 


presents one of the few important psychoa ic concepts not 
originating with Freud, E zA l ayi E 
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While still an enthusiastic Freudian, Jung wrote about twenty- 
five papers between 1902 and 1910, the most important of which 
deal with his association experiments and schizophrenia (1907) 
(70). He gives a 51-page report of a partial analysis of a paranoid 
woman which illustrates the Freudian approach. This account is 
more impressive than his efforts in the first half of the mono- 
graph to distinguish between hysteria and dementia praecox. 

One of the most brilliant case histories in the literature on this 
subject is Victor Tausk’s “On the Origin of the ‘Influencing 
Machine’ in Schizophrenia” (1919) (130). Here we find a step- 
by-step reconstruction of the probable phases of the develop- 
ment of a delusion from its primitive igisnings in childlike 
psychotic thinking to an organized pattern. It is assumed that 
these patterns enable a patient to maintain a precarious emotional 
balance with his distorted interpersonal relations and help him 
defend himself against a more regressive state. As in the lively 
descriptions of the horse phobia in “Little Hans” (43) and the 
delusions of multiple deities in Schreber (51), we are privileged 
in Tausk’s presentation to see the origin, growth, and readapta- 
tion of these defensive idea-systems unfold as in a moving picture. 

Storch (128), Ferenczi (38, 39), and Groddeck (59) are 
among those who opened up further potentialities for the com- 
prehension of psychotic mechanisms during the second period of 
psychoanalytic development (1914-24), as described by Rick- ` 
man (95). The observations that every man during some period » 
of his early development has the potentialities for behaving,“ 
thinking, and acting in patterns much like those utilized by a _ 
schizophrenic, manic, obsessive, or phobic patient alter consider- 
ably fe attitude of the investigator toward the phenomena of 
bizarre behavior. 


HALLUCINATIONS 


Gradually, by means of repeated observations, it was demon- 
strated that hallucinatory behavior, which seems so foreign to the 
well-integrated man, was not uncommon in various psychogenic, 
as well as in toxic or organic, deliria. A simple example is that of 
the desert prospector who, thoroughly dehydrated, hallucinates 
drinking water when he has only sand. Less severe is the projec- 
tion of wishes into a mirage, so that the traveler thinks he sees an 
oasis but is only saat the heat waves into a desired picture. 
This illusion has the same goal as a hallucination, although less 


re 
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reality distortion is involved. Delusions and.illusions.are means of 
protecting the ego from dealing with painful perceptions. That 


‘the hallucinations could be fitted into atmeaningful mosaic if one 


studied the current and past setting was another step forward in 
the understanding of psychosis. This was buttresse by Storch’s 
and Freud’s conclusions (and later from child psychiatry) that, 
in the early days of ego formation before the boundaries of the 
“me” and the “not-me” are firmly established, the infant is 
capable of gratifying his wishes by means of Se maa activi- 
ty (128). As the ability of the ego to distinguish sharply between 
external and internal realities is weakened by toxic or emotional 
factors, there follows increased distortion of the external realities 
because of the intense personal needs, External realities which are 


unacceptable are falsified into something less threatening to the 


individual. Bleuler (14, 15), following Freud, was among the 
first to see that this propensity was present in the dreams of 
normal adults as rid as in schizophrenics, Child psychiatrists 
furnish many examples of the similarities between infantile 
thinking and adult dreaming. In fact, hallucinatory wish-fulfil- 
ment may be thought of as an early crude form of abstract 
thinking which is later progressively modulated into daydream- 


‚ing, imaginative construction of future events, and, at. best, 
-scientific thinking, utilizing abstract symbols (92). Fatigue, fear, 
or'toxicity may cause regression in normal persons from the level 
of abstract thinking to that of the prelogical emotional thinking 


which aply: concrete pictures as its vehicle rather than ab- 
or words. 

One aspect of this hallucinatory wish-fulfilment is the ability 
to deny unpleasant realities such as have been described in cases 
of general paresis, aphasia, severe tuberculosis, and lobotomy. 
Anna Freud has called this type of denial a “pre-stage of defense” 
(42). S. Freud believed that, when ego integrity is well devel- 
oped through long practice in reality testing, regression to such 
complete falsification is not possible, but it is obvious from the 
examples given that the potentiality remains. In this connection 
there should be mentioned the selective hysterical hallucinations 
explained by Freud as “perceptions at the time of the repression” 
and differentiated from psychotic hallucinations (46, 50). Psy- 
chotic hallucinations are a category of primitive defense mecha- 
nisms which occur under many circumstances in. different pa- 
tients. One cannot make dogmatic assertions about their origin 
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and purposefulness because of the multiplicity of determinants, 
although it is simple to define them as kabinu for perceptions 
after the loss or damage of objective reality testing” (46, 47, 50) 
or “outward projection of inner feelings” (20). The experi- 
mental psychologists and physiologists must help determine the 
essential conditions which call for the Freudian mechanisms. 
Furthermore, the complexity of the content which is often 
anxious, self-accusatory, or guilty, but seldom concomitant with 
pleasure, needs much more careful study. 

Herman Rorschach (99) attempts a description of the relation 
of the sense organ involved with the character structure and the 
age of the patient. He found in his series that only patients with 
a high capacity for “introversiveness” had somatic hallucinations . 
and that these hallucinations decreased with age. Patients with 
visual hallucinations had an intermediate capacity for “introver- 
siveness,” and these diminished with time, to be replaced by 
auditory hallucinations, which also deteriorated with time. That 
the latter: were by far the most common fits in with the fact that 
most persons have a relatively limited “4ntroversiveness.” Persons 
with a relatively empty “type of experience,” that is, having 
neither strong introversive or extratensive Sere had little or 
no capacity for hallucination. Rorschach further remarks that 
this is of interest in connection with the fact that some poets have 
marked color and sense-organ preference at various stages of 
their life. In examining an extensive rat i of the imagery of 
Goethe and Schiller, he finds that they follow the general pattern 
outlined above (99). ; ¥ 

Hallucinations, like dreams, are intricate mental defense pat- 
terns occurring when the perceptive functions of the individual, 
owing to internal or external pressures, are under severe or 
disruptive stress. While some ha ucinations are relatively simple 
attempts at creating acceptable substitute realities, many of them 
are representations of the repudiated forces of the id and the 


superego and are the rojected expression of failure in repression 


"of ego-alien material. 


DELUSIONS, PROJECTIONS, AND PARANOIA 


Delusions are based on ideas, not on sense-perceptions; these 
may contain elements of wish-fulfilment, anger, pain, fear, guilt, 
or reproach, Ne as in dreams. Reality is distorted in condensed 
symbolic fashion in order to satisfy the strong inner need to 
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project painful inner ego-alien forces paving their origin in both 
the id and the superego. They may be simple or extremely com- 
plex and are sometimes highly integrated into a tight, orderly 
system. They, too, have many companen ideas which vary in 
‚their organization, as illustrated in Freud’s Schreber case and in 
Tausk’s “Influencing Machine.” Delusions such as Schreber’s 
were conceived by Freud as having a twofold purpose: (1) to 
Y serve as a defense against unacceptable homosexuality and (2) to 
provide a restitution (71, 72). Their fluid dynamic character can 
be seen in shifts from a phobic defense to a more primitive 
delusion, as in patients who alter their fear of contamination by 
dirt or bacteria to the fixed idea that they have been infected or 
poisoned. A dirt phobia may become obsessive:when increasing 
pressure compels acting out avoidance patterns in a rigid way, 
but these remain on the “as if” basis, e.g., “I am compelled to act 
as if this were the case.” When the patient actually believes that 
the sugar bowl or saltcellar contains poison, then the defense is 
delusional. Hypochondriacal delusions in psychoses are said to 
occur when the special investment of energy is attached to organ 
representations in the regressive pe These defenses along 
with others, such as literal cannibalistic fantasies, the belief in 
utter unworthiness and of being hated by everyone, commonly 
found in severe depressions, are transitional stages on the road to 
full-blown persecutory delusions. 
Persecutory delusions may be seen in all stages of development 
from noridelusional delicate suspiciousness, with a tendency to 
interpret most events egocentrically, to the most bizarre constel- 
lations of deities. All these have the common property of projec- 
„tion of the conflictful elements from within upon the environ- 

Rent. “Not I, but you, are responsible” is a common formula. An 

overly severe conscience often makes the patient blame some 

canines person for his unconscious hostility or homosexuality. 
Often the hypersensitive person is keenly alert in his unconscious 
to the minute quantities of ambivalent or hostile feelings in others 
and blames them for his own reaction. Sachs’s excellent meta- 
phor, which is quoted by Freud at the end of The Interpretation 
of Dreams, is of special pertinence here: “What a dream has told 
us of our relations to the present (reality) we will then seek also 
i our Consciousness, and we must not be surprised if we discover 
that the monster we saw under the magnifying glass of the 
analysis is a tiny little infusorian” (46). The paranoid magnifies 
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his awareness of his own and other persons’ drives out of context 
in an exaggerated fashion. Characteristics of one’s own attitudes, 
usually from a punishing conscience, may be blamed upon the 
persecutor. Organs which are sources of conflict may be exter- 
nalized as inventions. Freud was the first, in the Schreber case, to 
describe the development of a delusional system through the‘ 
phases of denial, distortion, and projection from its roots, as in 
Schreber’s ambivalent relation to his father and father-surrogates 
(doctor, God), and his castration fears. The progressive system 
of delusions was Schreber’s attempt to deny his passive homo- 
sexuality, which stands developmentally between infantile self- 
love and genital love. He used the now familiar formulae: + 

1. I do not love him, I hate him (denial). 

2. He hates me (projection). 

3. [hate him because he persecutes me (rationalization). 

In the family of projections there are also ideas of reference 
and ideas of being influenced, usually in a severe, hypercritical 
manner, just as if the patient were being scolded by his con- 
science. It is probable that the patient's feeling that people are 
looking at him is a part of his wish to have relationships with 
them. Other types of projection are illustrated by the litiginous 
paranoid, who fights against a hated father; the person with 
delusions of jealousy, who used denial and displacement in the 
Freudian formula of “I do not love him, for she loves him” 
(when there is no justification in reality but because the patient 
is really interested in the third person). r 

Erotomania can be caused, according to Freud, by the logic of 
“I do not love him—I love her.” Since there is the same need for 
projection, there is another step added to ppor: the first thesis, 
namely, “I notice that she loves me,” which enables the, com- 
pletion of the final proposition “I do not love him=I love her, 
because she loves me” (51, p- 449)- 


SCHIZOPHRENIC MECHANISMS 


So far we have discussed mechanisms which might be de- 
scribed as attempts of an ineffective or damaged ego to defend 
itself against its own turbulent drives or a ainst a harsh con- 
science. These are the commonly seen efforts at healing or 
restitution. There are schizophrenic phenomena which have been 
called “direct expressions” of this degradation of the damaged 
ego, now weakened through the loss of object relationships. It is 


_ changing real 
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i a matter of male ae which processes should be included in 


the category of direct expressions of the damaged ego, but fanta- 
sies of world destruction, somatic sensations, depersonalization, 
and confusion probably belong here. Archaic language, bizarre 


_ motility, delusions of grandeur, probably more complex, are 


better understood in the light of the ego, which under stress 
permits Ay to the archaic processes of the first and second 
© 


_ years of 


< There remains a number of technical difficulties involved in 
understanding the formation and relationships of the various 
paranoid ideas. Waelder finds that earlier theories (delusions 
resulting from a withdrawal of libido from the outer world and 
"being concentrated on the narcissistic ego; delusions as products 
of projection; delusions as denial; delusions as attempted restitu- 
tion; delusions as containing a historical truth and with those 


„representing the return of the repressed) offer the possibility of 


‘an integrated theory. 

There are three possible solutions to the conflicts between individual 

instinctual tate and reality; an equilibrium can be established by 

ity (alloplasticism) or by changing the instinct (autoplasti- 
cism) or by changing neither but denying one or the other. These meth- 
ods lead, wherever successful, to various types of normality, i.e., a domi- 
nating type, a submissive type, and a type with a rich phantasy life. When 
unsuccessful, they provide the breeding ground for psychopathy, psycho- 
neurosis, and paranoia respectively. 

Furthermore, it is suggested that if warded-off instinctual drives make 
their come-back, the return has the same form as the defence mechanism 
‚had; they return, as it were, through the same door through which they 
were ousted (ismorphism). If the defence mechanism had the form of 
denial, the return must have the form of an assertion. One type of para- 
noid idea at least, the delusion of persecution, may be the result of an 
(incomplete) return of a denied instinct [132, p. 176]. 


Freud (51) stressed the relationship between various levels of 
‘development, such as auto-erotism (severe loss of object love), 
narcissism (megalomania), to the various types of psychosis. He 
believed dementia praecox to be more regressive than paranoia 
and proposed for the former group the more general name of 
$ ee With weakened and abandoned object relation- 
ships, the pao exhibits extreme isolation and separation from 
‚the, world, which is translated into such images as “world 
destruction,” in which the patient himself or significant persons 
are dead or altered in the direction of being shadows, fleeting, 
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strange, or unreal. These images and ideas may be more or less | 
severe, depending on the economic emotional balance of the 
individual, but may progress to the more severe stages of 
depersonalization, body sensations, and catatonic stuperous with- 
drawal. Hypochondriacal ‘complaints, according to Tausk, usu- 
ally precede the more severe sensations of body or organ es- 
trangement or the somatic delusions, which may be bizarre, such 
as “insects under the skin” or “tigers in the stomach” (130). 
Most patients make periodic, intense, though short-lived, ‘at- 
tempts to establish either erotic or hostile hem relationship fi 
but their clumsiness usually prevents a durable positive benefit. 

The familiar feelings of expansiveness, power, special abilities, /- 
and grandeur are akin to manic states and spiritual exaltation. 
There is a recapturing of the infantile omnipotence which denies 
injury to the prestige of the self-system and an attempt at correc- , 
tion by overcompensation. Those individuals who can tolerate, , 
social isolation may defend themselves with a towering, porten“ 
tous aloofness which enables the patient to retain an extraordi- 
nary opinion of himself and his mission, such as saving the world, 
knowing the secrets of electricity, cosmic forces, or nuclear | 
energy. This enables many of them to maintain a façade of 
integrity, in contrast to the glaring regressive phenomena of 
hebephrenia and catatonia, In this connection the work of 
Shakow (111) on the nature of the deterioration in schizo- 
phrenie states will help the student grasp the difficulties inherent 
in the concept of deterioration. 

More modulated patterns of affect withdrawal have been, 
described as the “hollow men” or the “as if” persons, who seem 
on early acquaintance to be intelligent, social, and adaptive but 
are later found to have severe emotional handicaps (24). On the 
other hand, French and Kasanin (41) have reported two cases of w 
psychosis in which unconscious learning apparently took place 
unobtrusively behind the mask of conspicuous and disturbing’ — 
psychotic manifestations. : eh 

Psychoanalysts are also contributing to the experimentation 
with group therapy, but in the absence of a definitive summary, 

- only single references can be given. Slavson (113), Powder-, 
maker and Frank (86), Grotjahn (60), Stanton and Schwartz 
(123, 124, 125), and Ezriel (28) are among those who have - 
presented theories about group dynamics according to psycho- 
analytic principles, but most of the work is with children and 
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neurotics. Stanton and Schwartz have carefully observed and 
recorded the dynamics of a hospital ward as a social organization. 
Space prevents further exposition of the dynamics, of auto- 
matic obedience, echolalia, echopraxia, negativism, catatonic 
mutism, furor, confusion, excitement, and stereotypy, but the 
references given will help the student’s search for their meaning 
(37, 62, 95, 96, 103). Ra ; 
In summary we can state that, by the application and extension 
of knowledge gained from the psychoanalytic study of dreams 
and neuroses, the content and id ea of schizophrenics become 
intelligible, even though the etiology to a great extent remains 
unknown. It is inferred that the reality-testing functions are 
defective in schizophrenics and that this makes them more vul- 
nerable to injury. This defective ego may be caused in part by 
poor interpersonal relationships during the early years of life. 
Multiple identifications with reasonably warm, stable adults, 
necessary to emotional health, are lacking, so that the patterns of 
` behavior developed to meet life’s needs are fragile and uncertain. 
Preventive psychiatry and psychiatric therapy have the task of 
building up such patterns, in order that the person may achieve 
satisfactions in a healthy fashion. This problem involves utilizing 
numerous methods for helping the person through both con- 
scious guidance and “uncovering” vi eo of the unconscious 
conflicts to integrate more adequately his means for dealing with 
internal and external demands, By means of examples from daily 
living, the patient is shown superior means of managing his 
affairs. The ENE by Bettelheim (13), Erikson (27), Levy (75), 
Redl (93), and Spock (122) contain excellent expositions and 
examples. Various studies on the separation of mothers from their 
babies also furnish dramatic examples of the importance of good 
relationships between parents and children (18, 107-9, 115-21). 


MANIC-DEPRESSIVE MECHANISMS 


The psychoanalytic method of interpreting the emotional con- 
tent of psychotic behavior has not produced valuable differenti- 
ations between various categories of mental disorder. This is not 
to deny profound differences in the clinical picture, dynamics, 
prognosis, or treatability among the multiple manifestations of 
the ie and the cyclic mood disorders or their sub- 
groups. These differences are seen to be significant phases in a 
complex total organization in which the symptomatology is 
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dependent upon the economic balance of the emotional forces at 
play. The classic discussion at lengthy ward rounds regarding the 
diagnosis of dementia praecox versus a manic-depressive disorder 
loses much of its meaning when the genetic-dynamic develop- 
ment is disclosed and the current balance of power between the‘ 
destructive and the restitutive powers determined. Such discus- 
sion has even less meaning when a group of experienced analysts 
carefully review the world literature on manic-depressive disease 
in the light of their own experience in numerous detailed case 
reviews, only to find that manic-depressive disease is probably 
not a sound unitary concept. History shows that Kraepelin had 
shrewd critics during the years he developed his Ankos 
dichotomy, but their voices were lost in loud, if premature, 
applause from other sources. Teachers like Pappenheim, Ernest 
Meyer, Korsakoff, Serbski, Sommer, Bianchi, and Adolf Meyer 
pointed out the fallacies in diagnosing by prognosis or by ruth- 
lessly refusing to admit that schizophrenic patients might not be 
treated more effectively (138). 

The papers which give the basic psychoanalytic knowledge 
about the cyclic mood disorders are probably Abraham’s “Notes 
on the Psychoanalytical Investigation and Treatment of Manic- 
depressive Insanity and Allied Conditions” (1911) (2); “The 
First Pregenital Stage of the Libido” (1916) (1); “A Short 
Study of the’ Development of the Libido Viewed in the Light of 
Mental Disorders” (1924) (5); Freud’s “Mourning and Melan- 
cholia” (1917) (48); and Radó’s “The Problem of Melancholia” 
(1927) (89). The first two stress these points: that the psychotic 
has nearly equal ambivalent emotions toward himself and toward 
others and that this is a barrier to therapy; that the ambivalence 
originates early in personality development (pregenital); that 
oral demands and conflicts expressed directly and indirectly tend 
to increase; and that the hatred for the self represents a turning- 
inward of hostility which was formerly directed outward. Freud 
described the “pathognomic introjection” occasioned by the loss 
of a love object, causing a representation of this object to become 
part of the superego. The ensuing battle between the ego and the 
superego reproduces the former fight between the ego and the 
lost love object. 

Abraham advanced several other theories in his 1924 paper 
(5), as well as substantiating Freud’s views. Here is outlined the 
familiar developmental scale of oral and anal levels of organi- 


296 Dynamic Psychiatry 


zation, each with its own problems of integration and corre- 
sponding expression of failure to maintain equilibrium. In much 
greater detail he pictures the interplay between the ego and the 
superego and the mutual recrimination which must be worked 
out in the depressive process. He also elaborates on the dynamics 
of mania as oral hunger for objects, “increased mental metabo- 
lism,” which is aided by a paralysis of the superego functions, 
thus enabling the patient to seek Peon without inhibition 
and so gain a heightened sense of well-being and prestige. Con- 
science values are so weakened that the instinctual forces can 
seek direct gratification via the ego functions, and the manic can 
express his self-love in an unbounded fashion in contrast to the 
depressive, who cannot openly admit any regard for the self. The 
manic somehow regains his feelings of infantile omnipotence 
where there were no reality barriers against pleasure and no 
objects to fear. Abraham also offers shrewd guesses about early 
life-experiences which predispose the individual to depressions, 
stressing the probable early depressions in childhood. 

Rado (89) interprets self-accusation as a means whereby the 
ego placates the strict superego and its ambivalent introjected 
object. The refinements ob his explanation of the introjection of 
the object in both the ego and the superego, showing the multiple 
functions of the ego, help one to comprehend these states. 

Lewin’s work on cyclic mood disorders, The Psychoanalysis 
of Elation (78), studies the defenses expressed as euphoria or 
hypomania. In a systematic manner he presents the beginning 
phases of empirical analytic thinking and practice which underlie 
current theories. The Freud-Abraham view of mania as a 
triumph and such intimately related subjects as the mourning 
rites of savages described by Roheim (1923) (97, 98), the 
Radó (1928, 1926) (88, 90) observations on drug addic- 
tion, the Alexander studies on neurotic characters (1927, 1929, 
1930) (7, 8, 9), emphasizing the bribery of the superego by ego 
suffering, are given lucid exposition. Space does not permit more 
than mention of the importance of the denial mechanism (Lewin, 
76, 77; Deutsch, 25); the depressive position in the first year of 
life (Klein, 74); anaclitic depression (Spitz, 120); disappoint- 
ment in infancy (Gerö, 56, 57; Jacobson, 68, 69). Lewin’s own 
contributions on the types of denial—diffuse denial, hypomanic 
neurotic characters, identifications, “technical elation” as a 
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screen affect and as resistance—the relation of mania to the sleep 
system, the “blank dream,” and his extensions to the theory of 
oral eroticism and the sense of reality are important additions to 
the comprehension of personality patterns. 

While earlier psychiatrists described reactive or situational 
depressions occasioned by loss of some cherished relationship 
through death or separation, it remained for Freud to show that 
the internal BEREI TE work done in depressions was akin to 
the process of mourning; for in both circumstances the person is 
unwilling to admit the need to give up the lost object and to 
reinvest, so to speak, his EE capital in some other desirable 
person or enterprise. The separation process becomes more com- 
plicated when the mourner has active feelings of affection and 
dislike simultaneously for the lost one. In fact, the mourner may 
for a time hate the object of his concern for deserting him, even 
though the latter is not responsible. Under such circumstances 
the mourner does not feel free to express his mixed feelings but is 
compelled by his conscience to turn the aggression inward to 
punish himself. Often the repression of hostility is incomplete, so 
that the mourner may impulsively exhibit his rage in active ways: 
he may kill the deserter and then commit suicide in order to 
obliterate the object incorporated within himself. Some of the 
fantasy material of the depressive concerns oral incorporative 
destruction (devouring) of the ambivalently loved object. Since 
the love object is represented as a part of his personality through 
introjection, the depressive must needs hurt himself when he 
attacks the introjected object. With such attacks upon loved ones 
comes guilt, which, in turn, demands punishment to maintain 
psychic equilibrium (2, 48). 

As analysts became familiar with these interpretations, it was 
apparent that the major cyclic mood disturbances are not always 
adamant reactions which run a predestined course, possibly be- 
cause of a genetic, endocrine, or metabolic basis. The usual 
textbook curves describing the course of the disease were 
abstractions taken from hundreds of records; but examination 
and the therapeutic success of many an individual case revealed. 
that the onset was related to a psychogenic factor and that the 
development of the disorder had psychological coherence. It 
remains for more controlled studies to show what varieties of 
mood disorders can be so influenced. 
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PsYCHONEUROSES AND PsYCHosEs 


Some differences between psychoses and neuroses become 
apparent from our survey, even Be both have similar 
historical development and dynamic defenses. ; 

1. In the psychotic, the ego functions are severely damaged in 
one or more spheres, especially in the loss or diminution of object 
relationships. The ego cannot cope with the environment, so it 
falsifies or distorts the data in order to maintain mastery. The 
neurotic tries to work out his conflicts within himself and only 
secondarily “acts out” his conflict. 

2. The psychotic seeks infantile pleasures of rudimentary, 
often undisguised, type, such as narcissistic, autoerotic, symbolic, 
objectless pleasure. 

3. The psychotic exhibits behavior of infantile origin which 
may be regressive (archaic language and motility, delusions of 

randeur, somatic symptoms, depersonalization, and destructive 
antasies about the self, other people, or the world) or restitutive 
(hallucinations, delusions). 

4. The psychotic expresses many emotions, especially hostili- 
ty, more openly than the neurotic does. He has less need for 
sado-masochistic refinements or ambivalence. Projection is more 
commonly employed by the psychotic than repression. 

5. Anxiety is not so tightly organized in the psychotic, except 
in delusions, as compared with the neurotic. The psychotic 
shows much less guilt, shame, and sensitivity about his own and 
other persons’ performance. 

6. The integrative functions of the psychotic’s ego are so dis- 
organized that he seeks the satisfaction of isolated drives, and his 
ee is so impaired that his life may be in danger. 

7. Modulated expression of personal needs compatible with 
conventional practices is lacking in the psychotic, who therefore 
is often in danger of injury or arrest. 

8. Incomplete repression often causes the psychotie to be 
plagued with primitive thoughts and desires which cannot be 
controlled. When these are allied to “magic,” the distress is even 
more acute. : 

9. Under stress the psychotic may resort to gross flight and 
massive withdrawal rather than to defensive symptom formation, 
as in the case of the neurotic. 
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CURRENT PSYCHOTHERAPEUTIC TECHNIQUES 


Although many psychiatrists and psychoanalysts have treated 
psychotic poo without the use ab physical methods, this area 
has not had strong continuity of interest. It is instructive to know 
of the early work at Ward’s Island, New York, and Burghölzli 
before 1914 and the repeated efforts, with some success, at St. 
Elizabeth’s Hospital, the Phipps Clinic, the New York State 
Psychiatric Hospital, Worcester State Hospital, and others 
(Nunberg, Kardiner, Kempf, Oberndorff, W. A. White, Paul 
Federn); but more concentrated attention upon psychotherapy 
came with the demonstration by H. S. Sullivan (1925) that psy- 
chotherapy could be carried out more effectively if human ae 
tions, as well as physical and administrative practices, were ex- 
pressly designed to meet the patient’s needs. To this end he se- 
lected hospital aides and nurses who had a special capacity for 
daden schizophrenic patients because they themselves 
were sensitive, shy, and able to feel the reality of internal con- 
flicts. With training to regard patients as hurt human beings in- 
stead of hopeless threats, the attendants became unusually ski ful 
in their work and had corresponding success. Even after Sullivan 
left the Sheppard and Enoch Pratt Hospital, the attendants were 
able to carry on successfully. Later, in collaboration with Frieda 
Fromm-Reichmann, systematic long-term treatment methods 
were developed which have been utilized elsewhere. The active 
exchange of opinions regarding many ee for treating 
psychotics augurs well for the future in this difficult field. At 
present the enormous importance of the transference-counter- 
transference aspect of ages is receiving increased scrutiny, for 
it may be one of the crucial factors in treatment (34, 29-31, 80, 
110, 112). Perhaps one will learn which kinds of therapists can 
work with the various reaction ee and then train these persons 
painstakingly in the arduous task of convincing the withdrawn, 
Find person that ordinary living can be gratifying and 
worth while. 

The reports by J. N. Rosen (100-102) that vigorous, direct 
interpretations of unconscious material carried on intensively en- 
abled patients to improve more quickly has also stimulated wider 
experimentation. Until the case studies treated in this manner are 
brought under more rigorous control, however, it is not possi- 
ble to evaluate either the methods used or the results (26, 135). 
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Most workers follow the methods of Federn, Sullivan, and 
Fromm-Reichmann. 

We can hope that intensive work in many places will establish 
better treatment methods (135). It is certain that such studies 
will also make possible better collaboration with experimental 
psychologists, neuro hysiologists, biochemists, and endocrinolo- 
gists, who will reveal new aspects of the functions of the central 
nervous system when under stress. 
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ae 
PRINCIPLES OF PSYCHIATRIC TREATMENT 


Mavrice Levine, M.D. 


DISCUSSION of psychiatric treatment can have as its 
starting point some of the well-established principles of 
all medical practice. One precept has stood the test of 

time above all others. It can be phrased in this way: treatment 
which is based on adequate diagnosis is superior to treatment 
which is focused simply on the relief of symptoms. 

The clearest demonstration of the value of this principle is to 
be seen in the treatment of a patient who has abdominal pain. In 
such a case it surely is not good practice to be satisfied merely 
with the giving of medicine to alleviate the pain. It is imperative 
that the treatment of such a patient be wa whenever possible, 
on a definite diagnosis. For example, the diagnostic conclusion 
that the symptom of abdominal pain of a particular patient is part 
of an acute salpingitis leads to treatment which is much more like- 
ly to be specific and safe and effective. 

In a similar fashion the treatment of a patient who has edema is 
more likely to be effective if the treatment is based on a diagnosis 
of cardiac decompensation than if the treatment is directed mere- 
ly toward the elimination of fluid. And, again, the treatment of a 
patient who has insomnia can be more specific and safe and ef- 
fective if, in a particular case, the insomnia is recognized as one 
aspect of a depression. The treatment then can be based on the 
implications of the diagnosis of depression rather than based mere- 
ly on the relief of the symptom of insomnia, 

The second principle o good medical practice is, in a sense, a 
corollary of the first. It is that diagnostic understanding should, 
whenever possible, include an understanding of etiologic factors. 
It is not enough to make a diagnosis of salpingitis or of cardiac 
decompensation or of depression. It is of greater value to estab- 
lish the fact that the salpingitis is due to gonorrhea, that the car- 
diac decompensation is basa on beriberi, and that the depression 
is based on emotional conflict centering around feelings of guilt. 
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Such etiologic understanding adds still greater specificity and 
safety and effectiveness to the therapeutic procedures. 

~ This emphasis on the role of diagnostic and etiologic under- 
standing as the basis of treatment permits the comment that many 
of the preceding chapters of this book, which discuss various 
problems of diagnosis and etiology, are in a broader sense chapters 
on treatment as well. 

But a note of warning must be sounded at this point. This 
emphasis on the superiority of treatment which is based on diag- 
nostic understanding over treatment which is focused on direct 
dealing with symptoms should not be construed as a recommenda- 
tion for a coldly scientific approach. In all fields of medical prac- 
tice it is essential that the physician be interested in his patient as a 
person, that he somehow transmit to his patient the fact that his 
primary goal is to be helpful, and that his interest is not limited to 
the abstract intellectual process of making a diagnosis or of discov- 
ering etiologic factors. In such a therapeutic attitude he must be 
deeply interested in the patient’s symptoms, must want them to be 
gone, must be able, within limits, to feel with the patient, in his 
discomfort, pain, and unhappiness. But his warm human interest 
in alleviating the patient’s symptoms is not enough. It is charac- 
teristic of the work of the physician that he has a double orienta- 
tion, often difficult to achieve, of having not only a therapeutic 
attitude of human helpfulness but also a concomitant attitude of 
working beyond the symptoms to an understanding of diagnosis 
and etiology, which then can be used for a more effective 
therapy. 

A third principle of good medical practice is that treatment 
should be individualized, be adapted to and governed by the spe- 
cific needs of the particular patient. Such an approach makes 
medical practice difficult and time-consuming, but there can be 
no doubt that it adds immeasurably to therapeutic effectiveness. 
In medicine and surgery some routinization of treatment pro- 
cedures is possible and time-saving. Many broken arms can be 
treated in a similar fashion. Routine dosages of medication may 
be used in similar infections. But better medical and surgical 
practice takes into consideration such individually variable fac- 
tors as drug-sensitivity, resistance, immunity, and recuperative 
strength. And the best medical and surgical practice recognizes 
the individual personality variables, factors such as patterns of 
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reaction to pain and suffering, attitudes toward the physician, 
anxiety about sickness, and neurotic patterns which might inter- 
fere with co-operativeness in medical procedures, such as the 
wearing of a cast. 

In psychiatry, routine procedures have little value. Human 
beings, in their emotions, in their interpersonal relations, in their 
patterns and trends, differ from one another more than one 
broken bone differs from another. Consequently, in psychiatry, 
individualization in treatment is even more urgent than in the 
other fields of medical practice. 

It follows from the above discussion that therapy in medical 
practice, and especially therapy in psychiatry, must be based on a 
clear understanding of the problems of the patient under treat- 
ment and that, to an extraordinary degree, the prescription for 
treatment is written by the understanding of the problem rather 
than by a set of therapeutic rules. It follows, further, that a chapter 
on psychiatric treatment must pay more attention to the interde- 
pendence of understanding and therapy than to a description of 
therapeutic techniques. Consequently, a discussion of specific 
methods of treatment will be deferred to the end of the chapter. 

To clarify further the logic of the rather unusual sequence of 
wpe in this chapter, a parallel may be drawn with the teaching 
of surgical treatment. In surgery a description of the techniques 
of various breast operations can become much more meaningful 
when the student first has been given a clear conception of the 
ways in which various specific pathologic processes and physio- 
logic patterns (e.g., lymphatic drainage) determine the operative 
procedures. 

Such a formulation of the principles of treatment is not so easy 
to teach or to learn as one which would emphasize simple rules 
and routine and technical procedures. Therefore, it is of high 
value to have a frame of reference to use in this approach to the 
treatment of psychiatric patients, an approach that emphasizes 
diagnostic and etiologic understanding, individualization, and the 
basic dependence of therapy on understanding the patient as a 
person. One frame of reference that has proved to be of value is 
that of basing therapy on the following six considerations: 


A. Clinical diagnosis D. Transference 
B. Dynamic diagnosis E. Countertransference 
C. Genetic diagnosis F. Treatment possibilities 
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Such a frame of reference is useful in actual work with an in- 
dividual patient. It provides an architecture for the formulation 
of the data about the patient that will permit the psychiatrist to 
have a broad and solid basis for his therapeutic work. And such a 
listing can provide the architecture for the general discussion of 
the problems of psychiatric treatment in this chapter, With such 
a framework, the discussion can be related intimately to the mate- 
rial of the previous chapters, rearranged and rephrased in such a 
fashion as to indicate its immediate pertinence to therapy. 


A. Ciinicat DiAsnosıs 


By “clinical diagnosis” is meant the shorthand formulation of 
the broad general category in which the patient’s reaction be- 
longs, such as paresis, schizophrenia, delirium, hysteria, neurotic 
character. 

In all medicine the concept of clinical diagnosis is a complex 
one, with many inconsistencies in the classification systems of 
clinical diagnosis. Some clinical diagnostic terms are essentially 
descriptive, e.g., petit mal; some refer to pathology, e.g., appen- 
dieitis; and some to etiology, e.g., syphilis. In psychiatry the 
usage of clinical diagnosis is even more problematic. Not only is 
there a comparable inconsistency in the criteria of classification, 
but also there is an even greater variation of cases within any 
diagnostic category, and the points of greatest diagnostic and 
therapeutic importance lie in the dynamic interplay of environ- 
mental forces and personal reactions in the individual patient. 
In psychiatry, perhaps. even more than in medicine in general, 
systematic diagnostic terminology is in a transitional state. 

But, even with the present unsatisfactory state of clinical diag- 
nostic formulations and the dominant importance in present-day 
‘psychiatric treatment of dynamic and genetic considerations (to 
be outlined below), there remains some value in a partial preser- 
vation of attempts at clinical diagnosis. A.total elimination of 
clinical diagnosis ignores the value of reliable or partly reliable 
generalizations that have precipitated out of centuries of experi- 
ence. Without such clinical evaluation, treatment is less soundly 
based and runs the risk of serious error. 

The er of therapy on clinical diagnosis can be seen 
from the following examples: Depressed patients will be treated 
differently if their depression is part of paresis or of a deep-going 
depression that may be called “manic-depressive” or of a neu- 
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rotic depression. The treatment of patients with manifest anxiety 
will in part depend on whether the anxiety is part of a typical 
anxiety neurosis, or is part of a traumatic neurosis, or is part of the 
picture of the breakdown of previous defenses during the devel- 
opment of a psychosis. Asthma with important emotional factors 
in its etiology must be treated in one way if the patient is schizo- 
phrenic and in another if the patient is a compulsive character. 
Psychotherapy of psychogenic headache must depend on a con- 
sideration of whether the headache is part of the general picture 
of conversion hysteria, of hypochondriasis, of migraine, or of 
anxiety neurosis. 

Under this category, of clinical diagnosis, is included the diag- 
nosis of any specific physical disorder to be found by the general 
practitioner or specialist with whom the psychiatrist is collabo- 
rating in the study of the patient. Such a diagnosis must be based 
on adequate medical history-taking, physical examination, and 
laboratory studies. Treatment that is soundly based must include 
both somatic and psycholo ic investigations, since errors may 
arise in both directions. A Sede predominantly emotional in 
origin may give the impression of being a disorder primarily 
anatomic or physiologic in origin, e.g., abdominal pain which is a 
hysteric conversion symptom may simulate appendicitis. In the 
other direction, TE structural and physiologic disorders 
may simulate those primarily emotional; e.g., a brain tumor may 
have compulsive manifestations as presenting symptoms; a pan- 
creatic tumor may give the clinical picture of an anxiety neuro- 
sis. Further, when both psychologic and somatic etiologic factors 
are of importance, psychotherapy may have to be associated with 
simultaneous treatment of a somatic nature. A patient who has 
coronary artery disease, whose attacks of pain are precipitated 
by conflict and anxiety, should be treated simultaneously by 
psychotherapeutic and somato-therapeutic measures. 

In general, it is best that the relevant physical studies be'made 
before treatment is begun or during the exploratory period. In 
this fashion, if the disorder is primarily psychogenic, the therapist 
can feel confident of his orientation and can withstand the pres- 
sure of many patients during treatment to return again and again 
to the defense of attributing their problems to physical disease. 

Further, it must be mentioned that the psychiatrist can play a 
role in the evaluation of the patient’s physical status. The intern- 
ist must make a diagnosis of “neurosis” largely by a process of 
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exclusion; if he finds no adequate somatic cause for the symp- 
toms, he concludes that the disorder must be largely psycho- 
genic. But diagnosis by exclusion is not adequate; the psychiatrist 
(or the psychiatrically oriented internist) must attempt to find 
pertinent positive factors in the psychologic sphere to account 
for the disorder. For example, in a case of a gross tremor of one 
hand, negative physical studies may, by exclusion, lead to a prob- 
able diagnosis of conversion hysteria. But a convincing diagno- 
sis of conversion hysteria can be achieved only by the discovery 
of life-experiences, conflicts, anxiety, purposes, or motives which 
seem to have etiologic significance and can be linked with the 
tremor in terms of the “logic of the emotions.” 

Parenthetically, in connection with the problem of finding 
pertinent positive factors, it must be mentioned that many psycho- 
genic manifestations are not of themselves directly meaningful. 
Some are; for instance, hysteric blindness may be directly under- 
standable as a defense against unacceptable peeping tendencies. 
Some are not; for example, a diarrhea at times may not have psy- 
chologic meaning of itself, but may be the physiologic con- 
comitant of anxiety, which is meaningful; a hypertension of itself 
is not symbolic or defensive, but the physiologic concomitant of 
suppressed rage, which is meaningful. 

To return to the relevance of clinical diagnosis to therapy, the 
generalization can be made that the clinical diagnosis may serve 
to prevent mistakes and may give leads as to the variety and 
depth of treatment. When it is probable that the patient’s reac- 
tion is largely schizophrenic, psychotherapy should avoid direct 
interpretations productive of anxiety, although this statement 
may have to be modified if the recent work of Rosen (39) and 
others is found to be generally applicable. Further, if the clinical 
diagnosis is that of a panic state, the psychotherapy may have to 
be much more emphatically supportive than if the clinical diag- 
nosis is that of a somewhat similar anxiety state. If the clinical 
diagnosis is that of hypertension with episodes of hypertensive 
encephalopathy, the psychotherapy must be different from that 
of a patient with hypertension without encephalopathy. If the 
clinical diagnosis is of hypochondriasis, psychotherapeutic at- 
tempts must be far more cautious and circumspect than if the 
clinical diagnosis is of hysteria. 
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B. Dynamic D1Acnosis 


Therapeutic attitudes, responses, maneuvers, and techniques 
are dependent not only on the clinical diagnosis, as indicated 
above, but even more so on the dynamic diagnosis. This term 
refers to the understanding of the forces that currently are opera- 
tive in the production of the patient’s difficulty, the environ- 
mental pressures and internal pressures (drives, purposes, mo- 
tives, anxiety) that account for symptoms, for character prob- 
lems, and for disturbed el relations. For the ale of 
clarity, the term “dynamic diagnosis” is contrasted with “genetic 
diagnosis,” which refers to the understanding of the genesis and 
origin and development of those forces which currently are at 
work. In a broad sense such genetic factors are “dynamic” also, 
as forces and stresses which molded the personality; but it is of 
practical value to consider the two groups of forces separately. 

In the category of dynamic diagnosis are included (a) the en- 
vironmental forces which are of importance either in precipitat- 
ing the reaction or in keeping it active, such factors as the loss of 
love objects, the danger of death and mutilation (as in combat 
reactions), and the effect of current neurotic attitudes of a par- 
ent on a child; (b) the internal restrictive, permissive, punitive, 
and standard-setting forces of the personality, which go by the 
shorthand term of the “superego”; (c) the instinct derivatives, 
the drives, impulses, unacceptable attitudes, and fantasies of the 
patient, which are spoken of as the “id” (including sexual, 
hostile, narcissistic, passive, and other drives); and (d) the inte- 
grating, synthesizing, compromising, solution-forming, defense- 
creating aspects of the personality, called the “ego,” which is in 
contact with the environment (through external perception and 
control of motility) and in contact with id and superego through 
a kind of internal perception and influence. In a sense, the ego 
serves three masters—id, superego, and external world—and at the 
same time attempts to be their master. As indicated in other chap- 
ters of this book, most of the forces involved in such psycho- 
dynamics are unconscious. 

It must be stated, with emphasis, that such a formulation of 
dynamic forces in terms of id, superego, and ego is not to be un- 
derstood as indicating that there are three separate and distinct 
compartments, or three little men fighting for control. The ter- 
minology is used only as a convenient shorthand, as a way of in- 
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dicating that there are three sets of forces and functions, blending 
and interacting, each one being many-sided and gs age partly 
organized and partly unorganized. Understood in this fashion, 
this terminology provides a useful tool for clear thinking. 

Essentially, the dynamic diagnosis in an individual case is the 
understanding of the forces of the above four groups (id, ego, 
superego, and external world) as they operate and interact in the 
specific person and situation under consideration. It is the for- 
mulation of the ways in which certain environmental and internal 
(id and superego) forces in conflict produce anxiety, which, in 
turn, leads to specific defensive attempts by the ego to lessen the 
anxiety and to provide some solution of the conflict. 

Paracas: it is difficult to outline such a condensed 
formulation of the essence of psychodynamic thinking without 
seducing many students into using a too theoretical formulation 
of the problems of individual patients and a too theoretical ap- 
proach in therapy. Perhaps such a tendency can be counter- 
balanced by emphasizing the fact that it is far more important for 
the student to observe or to sense correctly one single dynamic 
force, e.g., that the patient, underneath his amiable attitude, really 
hates his boss, than for the student to be able abstractly and with- 
out immediate feeling to write a five-page theoretical discussion 
of id and superego. The student should use theoretical learning 
only as a way of general orientation to the field and later as a way 
of cross-checking his thinking about a specific patient against 
known theoretical concepts. While he is in the interview room 
with the patient, he need not try deliberately to think of general 
or theoretical constructs. In such an exploratory or psychothera- 
peutic interview he should essentially be an understanding, think- 
ing, feeling, responding sample of humanity in direct contact 
with another sample of humanity in trouble. 

The above comment, on the attitude of the therapist during in- 
terviews, leads to another, on the processes occurring in the thera- 
pist in his interviews with patients. Essentially, two processes 
occur, as part of the therapist’s attempts to understand the forces 
operative in the patient and to understand the ways in which the 
patient might be helped. They are: (a) the “intellectual” process 
and (b) the “empathic” process. (Again, such terminology is not 
to be taken too literally or rigidly. It is quite possible that the 
intellectual approach is, in the last analysis, based on empathic 
processes involved in any process of perception. The terminol- 
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ogy is used simply to characterize the two rather different proc- 
esses by which one human being comes to understand another.) 

The intellectual process involved is that the therapist uses 
his perception and logie and reason to figure out what is 
wrong with the patient and what forces are at work. He collects 
pertinent evidence and correlates it. He puts together past his- 
tory and significant recent events, notices Trono Ogia sequences, 
observes discrepancies. For example, he notices that a patient be- 
comes flushed and tense when he mentions his boss, even though 
the patient says that the relationship is all that it should be. The 
therapist’s reason tells him that such a discrepancy must mean 
that conflicting forces are active. Or the therapist notices that the 
patient talks a great deal about his father, his siblings, and his 
associates but never mentions his mother, even though the patient 
might be expected spontaneously to make some comment about 
her. The therapist must suspect that such an omission may be 
meaningful. Or the therapist, knowing from the relatives or re- 
ferring doctor or from the patient himself about some of the 
patient’s demanding and controlling attitudes and observing now 
that the patient is anxious and bewildered after some frustrating 
experience, may intellectually construct the hypothesis (to be 
verified) that the patient has a pattern of becoming anxious and 
bewildered whenever he cannot succeed in dominating or con- 
trolling his environment or his problems. 

The second process involved in interviewing which leads to an 
understanding of the dynamic diagnosis may be called “em- 
pathic,” a process essentially of limited and temporary identifica- 
tion with the patient. What happens in empathy may be phrased 
in this way: How would I feel under the same circumstances?” 
“If I were in his shoes and behaved that way, how might I really 
be feeling?” Another phrasing may be used, which in part in- 
volves empathic and in part intellectual processes: “How would 
a child feel under the circumstances?” The latter phrasing occa- 
sionally is very effective in giving the therapist some conception 
of the patient’s hidden reactions, since a child under the same 
circumstances would be less likely to keep his feelings hidden 
from others or from himself and would be less likely to have 
complicated his direct feelings by evasions, subtleties, and com- 
plex patterns. As an example: Suppose that a patient, who has 
always been very independent and self-sufficient, tells, without 
appealing for pity or sympathy, of the many jobs he now has to 
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do and at the point of going on to some other comments sighs 
fairly deeply without noticing it and has a momentary penp in 
his body attitude. The therapist at that moment, out of his “free- 
floating attention” and “unconscious speaking to unconscious,” 
identifies himself with the patient momentarily and then says to 
himself: “Under those circumstances Pd certainly want to sigh 
many times; I’d feel very tired; I’d like someone to help me out 
while I relax; a child in such circumstances might feel over- 
whelmed and very eager for someone to take over and help and 
protect; I wonder if this man doesn’t have some dependency 
needs that he is unable to express or to satisfy.” 

The process of empathy is, of course, facilitated if the thera- 
pist has had comparable experiences. One internist, after a dis- 
cussion of the material of the preceding paragraphs, remarked 
that his understanding of the problems of his patients during the 
experience of illness was tremendously improved after he, for the 
first time, had had a serious illness. Another stated that he had had 
no tolerance for the complaints of patients with backache until 
he himself had a slipped intervertebral disk. It is to be hoped that 
neither became too sympathetic! 

But empathy is possible without actual comparable experience. 
All human beings have similar impulses, conflicts, and anxieties; 
and usually an inner awareness of the therapist’s own human 
problems, combined with an ability to feel for and with others, 
provides an st basis for the necessary understanding of the 
experiences or feelings of the patient. 

arenthetically, the danger of excessive identification must be 
mentioned, as leading to too great an agreement with the patient’s 
rationalizations, to too much sympathy with the patient’s at- 
tempts to “blame” others, to too great participation in the pa- 
tient’s anxiety, to too little expectation of better adjustment, to too 
strong an attitude of permissiveness for the satisfaction of neu- 
rotic needs, to the loss of the independent leadership necessary for 
a good therapeutic relationship. But, with all its dangers, the proc- 
ess of identification is crucial in psychodynamic understanding 
and therapeutic progress. If it is handled correctly, it can lead to 
a type of immediate comprehension of the patient’s problems that 
in many ways is superior to the intellectual variety of under- 
standing. The insight gained through empathy is, of course, to be 
checked intellectually, with the added accumulation and cor- 
relation of pertinent evidence, 
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From the above comments on the empathic and intellectual 
processes in interviewing, it should be obvious that a question- 
and-answer type of interview is far less likely to produce valid 
and peann. information than an interview ın which spontane- 
ity, free flow of thinking and feeling, relaxation, and undirected 
recounting of events and ideas and feelings are fostered. 

Out of such intellectual and empathic processes the therapist 
comes to have an understanding of some of the forces at work in 
specific cases, to arrive at some of the elements of the dynamic 
diagnosis. For example, he might conclude that basic in some 
cases of prolonged convalescence is such a motivation as a desire 
for attention, for protection, or for control of the situation; that 
basic in some cases of constipation is the force of fear of a loss 
of security and possessions; and that in some cases of handwash- 
ing compulsion the basic force is guilt over masturbation and 
masturbation fantasies. i 

And through such intellectual and empathic processes the 
therapist comes to understand the interrelation between current 
situational or a are: forces and the internal drives which 
are mobilized. For example, in one case he may conclude that a 
child’s overeating and obesity are based on the child’s attempt to 
compensate for his rejection by his mother. In another case the 
therapist may come to recognize that a certain patient’s emotional 
upheaval is based on the fact that the marriage of his motherly 
older sister put an end to their usual relationship and mobilized in 
him intense ungratified needs for dependence and security. 

The interrelation of understanding and therapy—the guiding 
concept of this chapter—is most evident in connection with the 
material of this section on dynamic diagnosis. The therapeutic 
work of the psychiatrist in any particular case is pre-eminently 
based on his dynamic diagnosis; and the chief purpose of super- 
vised training in psychotherapy is to increase the student's ability 
to understand the dynamic problems of his patients and to base 
his therapy on dynamic understanding. 

As a sample of the close dependence of psychotherapy on dy- 
namic understanding, the following may be cited: The study of 
the psychodynamics of a number of patients with duodenal ulcer 
indicates that the ulcers are primarily the end-result of poan 
logic patterns set up by strong dependency needs which could 
never be expressed or satisfied because of the force of the patients’ 
internal condemnation of their dependent wishes, a condemna- 
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tion based on the narcissistic attitude that to be dependent is to be 
inferior, second-best, infantile, or feminine. In any specific Pr 
tient whose patterns may approximate this formulation, psyc 

therapy must, first of all, be based on the decision that, qualita- 
tively, these two forces—his dependency drives and his narcissis- 
tic drives—are actually the important ones in his personality 
problems. Further, the es gee rate be based on a quanti- 
tative estimate of the force of these drives. As one component of 
the therapy based on such evaluations, the patient must be given 
some satisfaction of his dependency needs, If they are not too 
great, the gratification provided by the therapeutic relationship 
may lead to a diminution of gastric symptoms. If his narcissism 
is very strong, however, the satisfaction of the dependency needs 
cannot be direct and open (until later in treatment) and must be 
presented as a medical necessity, e.g., the need for close nursing 
care, pee feedings, and medication. If a workable thera- 
rain relationship is developed, incidental comments can then 

e made which indicate that even mature adults can have strong 
dependent wishes and legitimate dependent satisfactions, without 
considering themselves weak, and without hurt pride. Further, 
the patient can be given the living experience that in the rela- 
tionship with the therapist he can have a moderately dependent 
role, without having the experience of being treated as second- 
best or inferior. In some cases more extensive “insight” into the 
interplay of dependency needs and pride may be given. From 
these comments, which indicate some of the possible therapeutic 
procedures, it is clear that in such a-case psychotherapy must in- 
clude specific attitudes, specific actions, and specific comments 
on the part of the therapist which are related di ectly to an un- 
derstanding of the dynamic diagnosis. (The foregoing is by no 
means a complete statement of the psychotherapeutic possibilities 
in such cases; therapy may include responses to genetic factors as 
well, i.e., to the sources of the pe and narcissism.) 

„A second example of the dependence of therapy on dynamic 
diagnosis: if a patient gives evidence of having a “hypertro- 
phied” superego, of internal restrictions and prohibitions that are 
excessive and rigid and overly strict (e.g., if it is obvious that he 
can permit himself no pleasure without great guilt; that he must 
overwork to satisfy his conscience; that he cannot even have a 
hostile or sexual or imperfect thought), the therapist must re- 
spond with a permissive attitude and must attempt, by his atti- 
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tude and comments, to indicate that normal adults may permit far 
more than the patient permits himself and that he can identify 
with someone who has a more tolerant attitude toward himself. 
Involved in this is the fact that in therapy the patient may come 
to see that he may have impulses toward the therapist of a sort 
which he previously had regarded as intolerable but which the 
chefais obviously now regards as unimportant. The end-result 
may be that the patient may come to be less self-critical and self- 
punitive and may eventually integrate some of the therapist’s atti- 
tudes into his own superego. 

If the therapist has come to understand that the patient’s strict- 
ness toward himself was based on his fear that, without such ex- 
cessive internal prohibitions, he might become uncontrolled and 
unlimited in his drives toward satisfaction, it is part of the thera- 
pist’s function to indicate by attitude, comment, and living expe- 
rience the fact that new and strong limits can be set which are 
healthier and more mature, in the therapeutic relationship and 
in life. 

In another case the therapist may come to see that the patient 
has never developed adequate internal limiting Fae A in 
contrast to the previously mentioned patients, this one has de- 
veloped proficient techniques of bribing or cajoling or side- 
stepping his too permissive conscience. In such a situation the 
therapeutic responses may have to be much more in the direction 
of the setting of limits, of a clarification of the ways in which 
undue permissiveness toward one’s self may actually block an 
intelligent self-interest, of providing a new parent-figure (the 
therapist) who combines realistic permissiveness with a realistic 
acceptance of limitations. 

The dependence of therapy on dynamics is even more appar- 
ent when it is recognized that one of the general functions of 
psychotherapy (in many cases) consists in the giving of insight, 
the development of a conscious awareness and understanding of 
previously unrecognized trends, impulses, and fantasies. The 
therapist cannot use the technique of insight unless he previously 
has made a diagnosis of the existence of specific pathogenic 
forces, which he now will attempt to clarify. 

Further, the dependence of ea on dynamic diagnosis is 
shown in the fact that the therapist (in many cases) hopes to point 
out to the patient the differences between his distorted expecta- 
tions in human relations, now clearly reflected in his attitudes 
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toward the therapist (expectations based on his dynamic patterns 
and his unfortunate previous experiences or fantasies), and the 
actualities of his relationship with the therapist. Such a contrast, 
clearly explained by the therapist, may have great value in bring- 
ing home to the patient a real awareness of his patterns of dis- 
torted expectations in human relations, which may have played a 
role of high importance in his symptom formation and life- 
problems. The patient may thereby develop a profound convic- 
tion that human beings actually are far different from his expec- 
tations, and on that basis his own patterns and anxieties may di- 
minish. This process has been called the “corrective emotional 
experience” (3). To be able to point out such a contrast be- 
tween the patient’s expectations and the realities of the thera- 
pist’s attitude, the therapist must previously have come to a diag- 
nostic understanding of the patient’s relationship with others and 
the part which the patient’s distortions played in disturbing those 
relationships. 

A final example of the dependence of therapy on dynamic 
diagnosis is evident in the rational use of environmental manipula- 
tion. For example, if adequate study of the problems of an overly 
aggressive, “predelinquent” boy indicates thot the neurotic pres- 
sures emanating from his parents are predominant, one essential 
therapeutic move may consist in the removal of the boy from his 
home environment. 

The above discussion of the ways in which therapeutic maneu- 
vers or responses are prescribed by the dynamics of the person or 
of the situation to be treated is focused on the correlation of spe- 
cific psychotherapeutic responses with specific dynamic con- 
figurations. There is, however, a more EnA NE fma which 
must be presented in this section on the interrelationship of dy- 
namics and therapy. 

This basic issue can be formulated in this way: that fundamen- 
tal to all therapy is a sound “therapeutic attitude,” to which 
various specific types of therapeutic activity may be added. 
Essentially, the sound therapeutic attitude is simply one of human 
decency and respect for oon human beings, of helpfulness and 
understanding. Such an attitude sounds simple and easy to 
achieve and to maintain, but it is not. Patients often present a sur- 
face that is unpleasant and illogical and provocative, and the 
therapist often has immature tendencies of his own, ready to be 
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called into action in a way that would be at variance with a thera- 
peutic attitude. 

The most effective way of achieving a persistent therapeutic 
attitude is by having extensive psychotherapeutic experience, un- 
der adequate supervision, with a stringent scrutiny and discussion 
of the student’s deviations from a therapeutic attitude. Such 
supervision and self-scrutiny (and, in some instances, psycho- 
therapy) offer a far-reaching stabilization of therapeutic attitude. 
No study of textbooks can substitute for such experience, and the 
following paragraphs are not intended as a substitute. Rather 
they are an attempt to clarify the basic meaning and purpose of 
a correct therapeutic attitude. To do this, some of the material 
on dynamic diagnosis given above can be reformulated and sim- 
plified. If one wants to have a label, the following paragraphs 
may be entitled the “three-layer approach” to dynamic under- 
standing and psychotherapy. 

The starting point for such an approach is the fairly well- 
established central fact that a large part of human problems may 
be understood in terms of the simple concept of anxiety and de- 
fenses against anxiety. (This excludes those difficulties which are 
the direct result of hereditary factors, e.g., some types of feeble- 
mindedness; or which are the direct result of brain damage, e.g., 
the memory defects in organic psychoses; or which are the direct 
result of intoxication, e.g., the disorientation in a bromide psy- 
chosis. But even in some of these conditions, basically not to be 
understood as defensive reactions against anxiety, the anxiety- 
defense concept is of value. In a bromide delirium, for example, 
the brain malfunction may lead to a loss of the usual activity of 
the forces of repression, and auditory hallucinations may appear, 
e.g., hallucinated voices which speak of the death of a relative to- 
ward whom the patient for some time had had obvious but re- 
pressed death wishes. With the breakdown of the usual defense 
of repression, anxiety appears, and a different defense is called 
into play in the emergency—the defense of projection, which 
permits the patient again to “disown” the hostility by having its 
content attributed to a source, a voice, outside himself.) 

The concept of defenses against anxiety is a fundamentally 
simple one, as simple and as clarifying as the concept of homeo- 
stasis in the field of physiology. In fact, the defense-against- 
anxiety concept can be considered as an extension into the field 
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of personality reactions of the Fehon principle of homeo- 
stasis. Essentially, the concept of homeostasis is that the organism 
- must adapt not only to the environment in which it lives, to its 
external milieu, but also to an internal milieu, to the changes 
within itself. In this adaptation, patterns of response have been 
developed, some healthy and some not, to meet the changes in the 
internal milieu and to avoid the internal danger that would arise 
if the threatening forces, e.g., an excessive retention of water, 
were not stabilized or balanced or brought into equilibrium. 

In the field of personality problems such a concept stresses the 
fact that there are internal as well as external personal dangers 
which threaten the organism. External dangers (fire, wild ani- 
mals, robbers, etc.) produce the danger signal of fear, to which 
the individual responds with defenses, such as flight or fight or 
calling for the fire department or the police. Internal dangers 
(unacceptable impulses, severe pangs of conscience, etc.) pro- 
duce a type of fear also, which usually goes by the term of “anxi- 
ety.” en such internal dangers, Trent are developed as 
well, defenses which appear as adequate adaptations, as psychiat- 
ric symptoms, as character traits, and as disturbed human re- 
lations. 

Examples could be given that would cover an enormous part 
of the field of human psychology and psychiatry. A few will suf- 
fice to indicate the extraordinarily clarifying value of this con- 
cept which stems largely from Freud. A’ boy in the throes of a 
masturbation conflict, who believes that masturbation is making 
him into a weakling and that he will become psychotic or impo- 
tent, develops severe anxiety and responds to that anxiety with 
the defense of trying to show his great strength, of becoming 
aggressive and domineering, defiant, afraid of nothing, sneering, 
contemptuous, and bullying toward smaller children. A mother, 
unconsciously having antagonistic rejecting impulses toward her 
child, develops anxiety and becomes oversolicitous and over- 
protective and prevents the child from having those pleasures 
which entail average risks. A man has a coronary occlusion, de- 
velops anxiety of desperate intensity, and tries to protect himself 
against the anxiety by an emergency defense of using those tech- 
niques which in his childhood were effective in alleviating what 
seemed overwhelming anxiety, such techniques as feeling and be- 
having in a helpless fashion, making excessive demands, becoming 
whining and domineering. A patient developing a Korsakoff psy- 
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chosis, unable to remember events of the immediate past, develops 
anxiety about disintegration, loss of ability to deal with life, loss of 
one of man’s most prized functions, his memory; and then de- 
velops the second Korsakoff symptom, confabulation, which acts 
as an effective defense against his anxiety, by a total concealment, 
from himself, of his ie functioning. A child who has had 
repeated convulsions in school, who thereby has aroused anxiety 
in the other children which has led them to reject and stigmatize 
him, develops anxiety and then defends himself by the develop- 
ment of patterns which play a part in what at times is called the 
“epileptic personality”: patterns of egocentricity (of self- 
aggrandizement, as a defense against this anxiety of feeling re- 
jected), of suspiciousness (an exaggerated defensive alertness 
against the Het 8 of further slights or hurts), and of unpleas- 
ant aggressiveness (based on the attitude that attack is the best 
defense). 

In some instances the anxiety is so great or the defensive capac- 
ity so diminished that the anxiety appears on the surface, either 
in acute anxiety attacks or in chronic psychologic or physiologic 
expressions of anxiety. 

It is to be noted that in the above examples many of the de- 
fenses were unpleasant, e.g. demanding attitudes, suspiciousness, 
overprotectiveness, bullying. In the face of such defenses, a 
therapeutic attitude is not always easy to maintain. 

The concept of defenses against anxiety can be formulated, 
schematically, as involving two layers—the outermost layer, the 
defenses; and an immediately subjacent layer, the anxiety. Here 
one must add that anxiety and defenses do not occur in a vacuum, 
that there is a third, a deeper, portion (or layer) of the personal- 
ity, which, for simplicity, can be called the “basic layer.” And to 
this must be added the fact that experience with human beings 
points strongly to the conclusion that the unpleasant aspects 
of their personalities inhere essentially in the first layer—the de- 
fenses—and that the third layer often includes many unexpected 
assets of warm humanity, of decency and worth-whileness. Psy- 
chiatric experience indicates that, fundamentally, human bein 
have many potentialities and positive qualities, when one loo! 
beyond re beneath the defenses forced upon them by their 
anxiety. 

Again a note of warning must be sounded about the possible 
misuse of such a schematic mode of phrasing. This “three-layer” 
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formulation is intended again as shorthand, as a clear way of ex- 
pressing some simple and vital relations of groups of forces and 
functions. It is not to be regarded in the same manner as a geo- 
graphic or geologic description or an anatomic dissection. At 
times many sequences are involved, all of which could be called 
“layers.” Some defenses lead to further anxiety and thus to fur- 
ther defenses. For example, the defense of becoming unaggressive 
and noncompetitive may lead to the anxiety of being beaten and 
hurt; this, in turn, may lead to a defensive urge to show strength 
by fighting; this, in turn, to anxiety; and this to a defense of being 
obsequious and sycophantish. The concept of three layers is one 
of the useful concepts in which the designation is far from exact; 
there often are many more layers than three, and actually there 
are no layers at all in the dictionary sense. 

This three-layer concept of defenses against anxiety helps to 
clarify the problems of psychodynamics, but more important is 
the fact that it also clarifies the problem of therapeutic attitude 
and atmosphere. An adequate therapeutic attitude must be based 
on the needs of each of the three layers. The very existence of 
defenses, of anxiety, and of the basic fever of personality calls for 
a therapeutic attitude that has at least three facets. 

The therapist must respond to the first layer—the defenses— 
with a nonjudgmental, noncondemning attitude, a feeling of hu- 
man tolerance, and a conviction that they are merely defenses. 
He must have the feeling that the defenses, even though they are 
in part unpleasant or unacceptable, could not lead him to a rejec- 
tion of the patient as a human being. Out of this must grow the 
recognition that an attitude of contempt or punishment is not 
only wrong therapeutically but also wrong in terms of fact and 
logic and that the response called for is a response to the total 
person, not just to his defenses. Fundamentally, the therapist 
must be guided by a full awareness of the fact that beneath the 
defenses are two other, more significant, layers. Perhaps this 
point may be underlined by such expressions as “a misbehaving 
child is almost always somehow a frightened child” (even the 
spoiled child, in large part, continues his self-centered behavior 
out of anxiety) and that “the irritating qualities of human beings 
are fundamentally the result of anxiety which the patient could 
not handle otherwise.” 

But such a tolerant, permissive, understanding attitude is not 
the only component in the therapeutic response to the defenses. 
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The tolerant attitude must be combined with a varying amount 
of firmness, of an expectation of better adjustment, and of setting 
limits to the acting-out of unacceptable defenses. A certain 
amount of such firmness must be pervasive in the therapeutic 
attitude generally, as it must be in the leadership attitude which 
all parents must have during the normal development of their 
children. And, in certain instances, firmness must be the domi- 
nant note in the therapist’s attitude (although the understanding 
and fellow-feeling attitude must always persist strongly as well). 
Absolute firmness is necessary in the presence of great anxiety 
or of panic or when there is actual danger to the patient or to 
others; a depressed patient may be made to feel more guilty when 
tolerance and acceptance are accentuated and less guilty when 
strict firmness is emphasized; a dependent patient may need em- 
phatic firmness as a prerequisite for a therapeutic relationship; a 
patient afraid of his own inability to control his unacceptable 
defenses may require great firmness as an essential aspect of the 
therapist’s attitude. 

Along with the above tolerance-and-firmness combination as 
the response to the layer of defenses, the therapist must respond 
to the layer of anxiety. Again his response must be generally the 
same, with individual variations in specific situations. In general, 
his response must be one of human friendship and warmth and 
reassurance, of providing a certain security and feeling of accept- 
ance, which often acts as a force to lessen anxiety. The therapist 
must somehow put across to the patient the fact that he now pro- 
vides a new potential source of strength. He must transmit to the 
patient the vital reassurance that an adult of some strength and 
experience will now try to help him solve some of the problems 
that have led to anxiety and that the therapist believes the patient 
to be capable of learning how to meet his conflicts and anxiety 
more adequately than before. When it is true, he must give the 
patient the feeling that the situation, external or internal, does not 
call for the amount of anxiety which he now has. Often the 
therapist, by his detachment and objectivity and by his emphasis 
on talking of hidden problems, creates in the patient a greater 
objectivity, with the feeling that the anxiety is not so threatenin 
as it seemed to be. Still another factor in lessening the patient's 
anxiety is that the therapist does not join in the patient’s anxiety, 


even when the patient has told him of a condition or situation 


which has evoked great anxiety in the patient himself. 
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In addition to such general security-giving aspects of the 
therapeutic attitude, the therapist tries in more specific ways, 
whenever he can, to lessen or undercut or eliminate the anxiety. 
If the therapist knows the nature of the specific anxiety which 
has led to the defenses, his reassurance can be more pointed, and 
he gives specific information or clarification or interpretation. If 
he knows that the aggressively hostile boy is defending himself 
against anxiety based on distorted ideas about the effects of mas- 
turbation, he can give emphatic reassurance. If he does not know 
the specific anxiety, a large part of his therapeutic work will con- 
sist of attempts to discover the dynamic conflicts which are oper- 
ative in the anxiety (if such exploration is not contraindicated in 
the particular case); he then works directly to alleviate the anx- 
iety by comments or explanations or attitudes which will change 
the dynamic picture. It is to be emphasized that in such a dy- 
namic exploration and therapy there is implicit the fact that the 
therapist believes the individual patient to be strong enough to 
use the insight—a fact which in itself tends to alleviate anxiety. In 
summary, the therapeutic attitude toward the second layer—the 
anxiety—consists of offering a certain general security and affec- 
tion and help and reassurance, and a specific reassurance when 
specific anxieties are evident or uncovered, 

_Along with the response to the “upper” two layers, the thera- 
pist must have a healthy positive attitude toward the third layer— 
the basic personality. This is not difficult with patients whose 
anxiety and defenses have not prevented the obvious develop- 
ment of many trends toward maturity and strength and achieve- 
ment. But, even with other, less fortunate patients, he must some- 
how sense, with conviction, that, underneath the defenses and 
the anxiety which are so disturbing to the patients or to others, 
there exist rm aspects of the personality which are worthy 
of respect, The therapist must know that with many of his most 
neurotic patients he is dealing with persons who fundamentall 
are likable and worth while and who have potentialities for self- 
development which have been blocked by unfortunate external 
or internal forces, With some of his patients, in whom he finds 
layer after layer of defensive distortions, he must know that be- 
neath all these distortions is the inborn capacity for healthy de- 
velopment. He must have a genuine regard for his patients as 


human beings and know that they are, or could be, worthy of. 


warmth, of respect, and of acceptance. If the therapist has such 


a N 
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a conviction of his patients’ fundamental acceptability, the pa- 
tients will know it, even though it remains unspoken. And it is 
probable that no psychotherapy of lasting value can be done un- 
less the therapeutic atmosphere includes such a response to the 
basic personality. 

In connection with the above material about the three-layer 
concept as it relates to therapeutic attitude, the following should 
be added: Mistakes in psychotherapy are often based on an over- 
emphasis on one or another of the three layers. An overemphasis 
on the anxiety layer may lead the therapist to have too sympa- 
thetic and permissive an attitude, which can have a noxious, 
rather than a therapeutic, effect. A strongly permissive attitude 
should be the result of the fact that the patient requires such an 
attitude for therapeutic reasons (e.g., because his parents were 
too punitive and prohibiting); a strongly permissive attitude 
should not be the result of the therapist’s being too impressed by 
the patient’s anxiety. Further, an overemphasis on the layer of 
defenses may lead to an underestimation of the need to respond 
to the other two layers as well, so that the therapist’s approach 
becomes superficial and often punishing or rejecting or control- 
ling. The essential point is that the therapeutic attitude must in- 
clude responses to all three layers of the patient’s personality and 
that the modifications in therapeutic emphasis must be based on 
the dynamics of the problem at hand, not on an inadequate orien- 
tation to the general problem of therapy or on the countertrans- 
ference problems of the therapist. 


C. Genetic Dracnosis 


Whenever possible, psychiatric sions should be based not 
only on clinical and dynamic diagnoses but also on genetic diag- 
nosis. This last term refers to an understanding of the origin and 
development of the patient’s personality and current conflicts 
and to an appraisal of the situations, experiences, and reactions 
which led to the development of the current dynamic constel- 
lation. 

A passing comment on terminology must be made. Students 
trained in biology occasionally infer that the term “genetic diag- 
nosis” connotes heredity or constitution, since in biology the 
term “genetic” is the adjective referring to the genes and chro- 
mosomes. In psychiatry the term “genetic diagnosis” refers to 
the totality of those forces involved in the genesis and origin of 
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current forces; such genetic forces are hereditary or consti- 
tutional in small part but are predominantly a matter of early 
life-experience and individual reactions. 

As typical examples of the genetic factors which are to be 
considered in individual cases seen in Ben the follow- 
ing can be cited: prolonged contact of the patient as a child with 
an adult whose personality or behavior provided material for 
unhealthy identification; cruelty, deprivation, overindulgence, 
overstimulation, excessive gratification, intimidation, or incon- 
sistency, in infancy; problems of weaning and toilet training; 
problems of infantile sexuality; development of attitudes of fear 
and envy and feelings of inadequacy in connection with sexuality 
(e.g., the little girl’s envy of the penis and the little boy’s anxiet 
about castration); a pervasive Rearing atmosphere in child- 
hood (e.g., emanating from a sadistic father) which was produc- 
tive of early anxiety; specific traumatic experiences, e.g., a cir- 
cumcision for which the child was not prepared, at a time when 
he expected drastic punishment for his activity or wishes; only- 
child or oldest-child or youngest-child or middle-child experi- 
ences. These and a host of other life-experiences which, occur- 
ring with undue intensity or at a vulnerable period in the life of 
the child or in a particular sequence or con guration, may have 
led to the development of the unhealthy aspects of the child’s 
personality, to those forces which currently are operative in pro- 
ducing the patient’s disorder. 

The genetic factors leading to strength (such as identification 
with an emotionally healthy older sibling) must also be included 
in the evaluation, since the sources of relative maturity provide 
therapeutic leads, as do the sources of unhealthy development. 

It must be stressed that genetic diagnosis must include an 
understanding not only of the environmental forces which im- 
pinged on the patient earlier in life, for better or for worse, but 
also the patient’s reactions to those forces, his impulse stirrings, 
his anxiety, his defenses, and his fantasy distortions of the en- 
vironment, either at the time or in retrospect. 

To illustrate the content of a genetic diagnosis, the group of 
patients with peptic ulcer referred to above may be considered 
again. The predominant elements in the dynamic diagnosis were 
their strong unconscious dependent trends and their narcissistic 
rejection of ee as weakness. The genetic diagnosis 
would then be the statement of the origin of both the dependen- 
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cy pattern and the excessively high standards. For example, the 
genetic diagnosis might include the fact that in childhood such a 
patient was seriously unwanted, unloved, and rejected, leading, 
on the one hand, to a lifelong hunger for love and protective 
care, i.e., for dependent satisfactions, and, on the other hand, to 
the attitude that never again will he permit himself to be in a po- 
sition of weak dependency when he might be hurt or humiliated. 
Or in another case the dependent attitude might have had its ori- 
gin asa regression, as a flight from the fears connected with geni- 
tal sexuality, and the excessive rejection of dependent roles 
might be based on a fantasy of the bodily dangers related to pas- 
sive dependent homosexual impulses. 

Therapeutic decisions and procedures are, in various ways, 
based on an understanding of such genetic factors. If dependency 
trends and excessively high standards have their genesis in the 
childhood experience of serious rejection, the t erapist must 
know that the therapy will involve a long ea of the patient’s 
testing him out to see if the therapist will reject him. He will 
know that he must have unending patience and acceptance and 
must refuse to be provoked into a rejecting attitude. But he must 
set realistic limits (e.g., not permit the patient to phone him at all 
hours), even hough the patient may construe the setting of 
limits as a rejection. If such limits are not set, the patient may 
develop a too dependent attitude. And, more important, if such 
realistic limits are not in force, the patient may fail to have the 
necessary living experience that there can be patterns of adjust- 
ment other than his usual dichotomy of either being totally de- 
pendent or being rejected. 

In the above example it is apparent that the ae diagnosis 
determines some of the therapist’s attitudes and behavior. If, in 
addition, insight therapy along genetic lines is to be used, it is 
obvious that the interpretive comments made to the patient must 
be based on an understanding of the genetic oe fear 

One essential aspect of genetic diagnosis in relation to therapy 
is the attempt to establish the relative importance of fixation and 
of regression. In an impotent man it is of importance to know 
whee his impotence is essentially based on regressive patterns— 
i.e., is based on childhood experiences and reactions which led 
him to have and to retain ua of masculine sexuality and its 
supposed dangers-and whether such experiences then led him to 
regress to the attitude of wanting to be a protected baby instead 
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of a man. In such a case the impotence then would have at least 
two sources: his fear of sexual activity itself (and what it sym- 
bolizes) and, second, his fear that sexual activity, as a sign of be- 
ing a man, would jeopardize his hoped-for role of being a pro- 
tected baby. In another patient the impotence may be much more 
a product of fixation. Then the impotence would not be related 
to childhood experiences that led to fear of masculine sexuality 
or to a regression to the role of being protected but, instead, 
would be based primarily on experiences that led to fixation at a 
level before the development of strong masculine impulses or fan- 
tasies. Overindulgence or its o posite, severe rejection, in the first 
two years of life is an example of the type of experience which 
can lead to an enormous accentuation of the need passively to be 
loved, to be protected, to be treated as a baby. In such a case the 
later impotence would not be the expression of a fear of mascu- 
linity or of the loss of the dependent position assumed in flight 
but fundamentally would be the direct continuation of a very 
early pattern, that nothing must be allowed to jeopardize the 
possibility of receiving a baby’s type of love. There the impo- 
tence would be the result of a fixation on oral dependency, and 
masculine potency is to be avoided as re resenting maturity, re- 
sponsibili ‚and a giving attitude, which would be at variance 
with the lifelong orientation toward passivity. Further, such an 
oral fixation may lead to marked feelings of inadequacy and in- 
feriority, since the patient comes to feel weak bid childlike. In 
the face of adult situations to be met, the patient may feel totally 
ae and afraid, emotions which, in turn, can interfere 
with masculine performanae, (Again, a warning against re- 
garding such a teaching formulation as complete, e.g., most pa- 
tents with impotence also have serious problems in the area of 
hostile aggressiveness.) 

The pertinence to therapy of genetic formulations which in- 
clude the problem of “regression versus fixation” can be phrased 
in this way (and usually it is not an “either-or” decision but one 
of relative emphasis): If the emphasis, genetically, is on regres- 
Sion, it must be recognized that the patient had previously made 
some stopp deyelopmenpal thrusts toward maturity, which may 
be repeated in the treatment with greater chance of success, and 
hence the prognosis is better. Often, if the emphasis is on regres- 
sion, the patient has greater ego strength, is more able to make 
use of the therapist’s help and more able to go along with a more 
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rapid therapy. If the emphasis is on regression from anxiety about 
something (e.g., masculine sexuality) which is fundamentally ac- 
ceptable to the adult ego, the efforts of the therapist receive as- 
sistance from the adn strivings of the patient and from the 
added increment of pleasure which the patient knows improve- 
ment will bring. If the emphasis is on fixation, however, the 
therapist is in a sense asking the patient to give up a pleasure, or 
a a pleasure (dependency), around which his whole life 
has been oriented and to substitute for it a pleasure toward 
which he has developed little or no drive, which is for him rather 
hypothetical. More directly, the implications for therapy in this 
problem are these: Emphasis on regression permits more active 
therapy, emphasis on fixation calls for slower, more cautiously 
dosed attempts at therapy. Emphasis on regression permits a 
greater implication of the need to face and conquer anxiety and 
a greater chance that, in the setting of the thera eutic situation, 
life can be met more directly and effectively, and successful life- 
experiences can add their curative value. Emphasis on fixation 
calls for the expectation of a much more protracted therapy (if 
it can be done at all), in which a prolonged process of gradual 
identification with the therapist may be the most effective tool of 
modification. In addition, in the patients in whom fixation is more 
important than regression the therapist must concentrate his at- 
tention, his attitudes, and his comments on the pregenital prob- 
lems, in the hope that through the patient-physician experience 
and through insight some resolution of the fixation may take place; 
in the patients in whom regression is more important the therapist 
may concentrate his attention on the patient’s hidden anxiety 
about masculinity and maturity, anxiety toward the therapist, 
toward current situations in the patient’s life, and toward the im- 
portant figures of his childhood. 

Another aspect of the relevance of genetic understanding to 
therapy: If the therapist becomes convinced that the patient’s 
childhood was permanently and basically disfiguring to his per- 
sonality, he may decide that little can be done and that he must 
limit his therapy to superficial techniques, such as environmental 
manipulation or some supportive contact. Even in such super- 
ficial psychotherapy, genetic understanding is of value; if the 
therapist recognizes that the patient, in childhood, had a good re- 
lationship only with an elderly aunt, he may try to arrange for a 
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therapeutic contact with a social case worker who is older than 
the patient. 

The last statement—on the choice of a woman therapist—de- 
serves some amplification, since the whole problem of the choice 
of a therapist offers a good example of the use of genetic data in 
therapeutic work. If, for example, it is clear that in childhood a 
man patient had an extremely conflictful relation with his father 
and other men figures but fairly good relations with his mother 
and sisters, it probably would be best to arrange for a woman 
therapist; otherwise, the transference distortions with a man 
therapist may be too great to permit perspective and the growth 
of insight. If the patient then matures in therapy, a period of 
therapeutic work with a man therapist may be advisable. On the 
other hand, the opposite decision as to male or female therapist 
may be made in another case if the childhood conflict was not 
quite so intense and the patient is more mature and evinces 
greater strength. If, for example, a male patient, with a relatively 
strong adjustment capacity, had a childhood characterized b 
slight problems with his mother and moderate problems with his 
father, the decision might well be to have him treated from the 
beginning by a male therapist. Usually such a patient will not de- 
velop too great distortions in his transference attitudes. Further, 
it will be of high value in the therapy to have him confronted 
with the need for an adjustment with 4 new father-figure, to 
have his problems with fathers mobilized by the situation, to have 
the corrective emotional experierice of a good relationship with 
a father-figure, and (if m therapy is used) to develop insight 
into his own problems in relation to authoritative male figures. 

The above type of application of genetic understanding to 
therapeutic work has its greatest sphere of usefulness in psycho- 
analytic therapy. But it is applicable in less deep-going contacts. 
A man internist may decide to treat a patient himself or refer the 
patient to a woman internist or psychiatric case worker (grant- 
ing that all are qualified for the type of therapy they are attempt- 
ing) on the basis of genetic considerations such as those given 
above. 

D. TRANSFERENCE 


It will be apparent that a good part of the material of the fol- 
lowing two sections (on transference and countertransference) 
could logically be included as part of the preceding sections. But 
an emphasis on transference and countertransference is so vital 
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to the student’s orientation and understanding and so important 
in work with individual ‚patients that it seems best to present 
them as independent topics. 

Until the development of psychoanalytic therapy by Freud, 
little attention was paid to the physician-patient relationship, 
other than to make use of the passive dependent attitudes of pa- 
tients for the purpose of authoritarian orders or suggestions. 
Other attitudes of patients were taken personally and were re- 
garded as lack of co-operation, as stubbornness, as disturbing at- 
tachments, as situations to escape, or as adulation which was 
pleasing to the physician’s pride and competitive strivings. For- 
tunately, Freud’s use of the technique of relaxed free association 
and his close attention to the nuances of meaning of the patients’ 
talk and attitudes and behavior led him to see the essential impor- 
tance of the patient-physician relationship, which now plays a 
crucial role in dynamic psychotherapy. 

Freud saw that patients often reacted to the therapist in many 
ways that were not logical or appropriate to the actual situation 
of patient and doctor. With no least on the part of the 
physician, patients may develop fear, hostility, suspicion, resent- 
ment, defiance, undue dependence, excessive compliance, love, 
idolatry, contempt, etc. For these spontaneous, excessive, illogi- 
cal, and inappropriate reactions he suggested the term “transfer- 
ence,” to indicate that the dynamic meaning of such responses 
was that the patient was reacting to the therapist not in terms of 
reality but in terms of transferring to the therapist feelings and 
reactions which he had had to other important figures in his life, 
particularly his parents. 

The term “transference” actually has a somewhat broader 
meaning than is indicated by the concept of “transferring” from 
one to another. It refers to all the patient’s illogical reactions to 
the therapist, including his stereotyped and patterned responses 
applied when they are not appropriate, his various automatically 
applied defenses, his attempts to satisfy ungratified wishes, and 
his projection of his own conscience attitudes. 

Such transference reactions exist alongside the more appropri- 
ate reactions to the physician, of a realistic acceptance of him as 
someone who is trying to help and to cure, as an experienced, 
trained person in whom the patient can have a reasonable trust 
and confidence. 

In psychotherapy, the attitudes of the patient to the therapist 
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must be of profound importance, since psychotherapy consists 
largely of the transmission from patient to therapist and from 
therapist to patient of words, of attitudes, of interpersonal con- 
tacts. The tools of interpersonal communication (and so of psy- 
chotherapy) are language, intonation, gestures, facial expressions, 
and behavior. Such communication between therapist and patient 
is dependent on the development of a workable relationship. 
The transference distortions of the patient may seriously inter- 
fere with such communication and therefore with the therapeutic 
process. Consequently, one of the basic problems of some aspects 
of psychotherapy is to by-pass or to minimize or to eliminate the 
transference distortions. 

In other aspects of psychotherapy, however, the therapist, in- 
stead of trying to by-pass the transference problems, puts them 
in the foreground as the focus of therapy. The ende of such 
a procedure can be phrased in this fashion: Emotional problems 
are largely based on interpersonal difficulties and frequently are 
expressed as jaterpersonal difficulties. Consequently, it is of value 
to have such problems under direct observation in a controlled 
interpersonal situation. The contact of therapist and patient of- 
fers, in a sense, a laboratory setting of a al procedure, 
If ‚the therapist’s reactions are not distorted, the distortions which 
arise may clearly be understood as originating from the patient. 
His reactions then become significant samples of his behavior and 
motivation, and the therapy can work directly with the transfer- 
ence manifestations as a reliable sampling of the patient’s person- 
ality problems. The hope then is that modification of the pa- 
tient’s patterns in this significant situation will lead to a modifi- 
cation of patterns in other aspects of his life-adjustment. 

From this it is clear that transference attitudes must be of great 
pertinence to therapy. In documenting this pertinence, one sim- 
ple but fundamental point should first be made, viz., that good 
neay must be based on a knowledge of the inevitability of 
transference manifestations. A good therapeutic attitude cannot 
be based on the naïve assumption that all patients will be logically 
co-operative, eminently reasonable, properly grateful, and so 
considerate that they will have illogical reactions to others but 
not to the therapist, If the therapist expects transference prob- 
lems, he is not shocked or surprised or taken in when they ap- 
pear, and he may then preserve a good therapeutic relationship. 
For example, if a therapist has done a good job and yet the pa- 
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tient becomes openly hostile and critical toward him, the thera- 
pist can recognize such a reaction as transference and deal with it 
er. without regarding the patient as an ungrateful 
wretch. He can avoid being angry and can thus prevent a situation 
in which his own resentment would block his usefulness to the 
patient. Or, for example, if a patient is high in his praise of the 
therapist and regards him as the embodiment of perfection, the 
therapist must avoid the temptation to be flattered and must 
recognize the patient’s attitude as a transference distortion. 

In a variety of ways specific therapeutic decisions and re- 
sponses should be based on observation of the transference. In 
the exploratory period the transference reactions of the patient 
give important clues in the three categories of diagnostic thinking 
listed above, and so are helpful in determining the type of thera- 
py to be used, For example, an atmosphere of coldness, of with- 
drawn separateness, in the attitude of the patient to the therapist 
may help in the making of a clinical diagnosis of schizophrenia, 
with the therapeutic implications of that diagnosis. If, in the intro- 
ductory interviews, a depressed patient is unable to make a work- 
able positive contact with the physician and has a transference 
attitude of exclusion and impenetrable absorp on, the advis- 
ability of shock therapy concomitant with, or followed by, psy- 
chotherapy is suggested; if a depressed patient turns more ration- 
ally for help or has a transference attitude of seeking dependence 
and forgiveness, the possibility of further attempts at psycho- 
therapy is suggested. 

With regard to dynamic diagnosis, the transference attitudes 
are even more important and significant for therapy. Transfer- 
ence attitudes often are indicative of the patient’s predominant 
trends, the defenses and current forces at work which are the 
most important to deal with in treatment. Often a patient pre- 
sents a psychodynamic picture that is complicated and even cha- 
otic; he may show, in his life-patterns and relations, various prob- 
lems of dependence, ag ression, sexuality, narcissism, guilt, and 
a variety of defenses, apparently of significance. A rather re- 
liable guide in estimating the immediate importance of a trend is 
the transference; if narcissistic attitudes toward the therapist ap- 
pear with some frequency or intensity, he can be certain that 
such attitudes are a vital part of the current dynamic problems of 
the patient. As a corollary, in therapy it may be difficult to de- 
cide where “the abscess is pointing,” where therapeutic work is 
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most promising, if one relies solely on dynamic study of the pa- 
tient’s reactions in life. In such a case it may be extremely helpful 
to center the therapy about those problems which appear in the 
transference. 

Another angle of the value of transference manifestations in 
dynamic diagnosis should be mentioned. If the dynamic diagnosis 
is based on data about the patient’s relations with his family and 
friends, the diagnosis may at times be uncertain. The relatives or 
friends often have their own distortions. It may be difficult to 
decide whether the patient’s reaction is distorted and, if so, to 
what degree. For example, if a woman complains repeatedly of 
mistreatment by her husband, one may ende, on the basis of 
what she says and how she says it and on the basis of similar atti- 
tudes in the past, that she is masochistic and is exaggerating the 
mistreatment by her husband, or perhaps provoking it. But in 
some cases the conclusion will still be under question. If, then, 
she attempts to provoke the therapist or if she interprets his ob- 
jectivity as coldness and his comments as attempts to hurt her 
and insult her, the doubt of the dynamic diagnosis disappears 
completely. In such fashion, diagnostic thinking becomes certain, 
and therapy more soundly based. The therapist then knows that 
he must avoid being provoked and must maintain a steady, firm 
leadership. Still further, if insight therapy is to be used, he then 
will have incontrovertible data for interpretation. If he were able 
to interpret her masochism only by referring to her relations 
with her husband, she might be unconvinced, saying that the 
therapist would agree with her if he knew her husband. If, how- 
ever, he can interpret her masochism on the basis of her attitudes 
toward himself, he can be much more convincing. 

_ With regard to genetic diagnosis, the transference manifesta- 
tions are of high value and again give leads for treatment. If a pa- 
tient regards the therapist as a father-figure and constantly seems 
to expect rejection, the conjecture is called for that the patient was 
rejected by his father, or felt rejected by his father, or had im- 
pulses toward the father (and now toward the therapist) which 
made him feel, out of guilt or anxiety, that he should be rejected 
by his father. 

In such fashion, transference manifestations contribute to diag- 
nostic decisions, clinical, dynamic, and genetic, which have thera- 
peutic pertinence of the type described in previous portions of 
this chapter. 
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To illustrate the value of transference manifestations in dy- 
namic understanding and therapy, a portion of the treatment of 
a specific case of essential hypertension can be given. In some 
such cases the clue to the understanding of the chronic elevation 
of blood pressure may be found in the transference. The patient 
in question was one whose life, as far as could be seen, was free 
of emotional conflict and problems. So far as he and his family 
could tell, he got along well with everyone, was liked by every- 
one, let nothing disturb his equilibrium. At first glance, there 
was nothing to suggest that there were emotional tensions in his 
life that might be causing a high tension in his blood pressure. In 
his relation with the psychiatrist he was cordial anı agreeable, 
and it soon was obvious that he was much too amiable, too agree- 
able, too pleasant, too submissive. Shakespeare, long before 
Freud, might have said, “methinks the gentleman doth protest too 
much.” Shakespeare, like Freud, would have been benevolently 
skeptical about this patient’s degree of amiability and imperturb- 
able docility. If the telephone bell interru ted an interview, he 
would be obviously tense and flushed, as if in anger; but he de- 
nied being angry and said that the interruptions were of no con- 
sequence, that the psychiatrist was a very busy man who must 
take his calls, and that he, the patient, did not mind it in the 
least. From many sequences such as this in his behavior with the 

sychiatrist, the inference became highly probable that beneath 
he calm exterior there existed intense reactions of anger, which 
are known to be associated with a rise of blood pressure. This dy- 
namic diagnosis of an underlying unexpressed ES was veri- 
fied when, during treatment, he repeatedly had dreams of ob- 
vious hostility, such as shooting an enormous fountain-pen-full 
of muddy black ink over the face of a man he did not recognize, 
who had a small mustache, who was partly bald, who wore steel- 
rimmed glasses, and whose business seemed to consist of trying 
to look through a skull with X-ray eyes. The patient did not 
recognize his victim in the dream, but from the description it 
was obvious that it was the therapist, whose work as a psychia- 
trist might be lampooned as an attempt to look into heads with 
X-ray eyes. In essence, a study of the patient’s transference re- 
vealed the dynamic picture of a façade of excessive amiability 
concealing intense unexpressed hostility, which may have been 
associated with his hypertension. 

Such dynamic understanding, of which the transference data 
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are an essential part, has clear-cut implications for at In 
such a case the therapist must not be too appreciative of the pa- 
tient’s considerateness and amiability and docility. He will know 
that the patient will agree with any interpretation that the thera- 
pist makes, in order to be agreeable and friendly, even if he is un- 
convinced or if he disagrees. The therapist must know that hos- 
tility which is so daed and so concealed by totally opposite be- 
havior must provoke serious anxiety in the patient and, conse- 
quently, that “bull-in-the-china-shop” early interpretations must 
be avoided. The therapist must work for the creation and de- 
velopment of a relationship in which the patient will feel safe 
enough to have some hostility, to express it slightly, and eventu- 
ally to recognize and not be concerned about the face that he has 
certain hostile tendencies. Then, if genetic material is to be 
worked through in a psychoanalysis, the patient can eventually 
come to understand and to modify some of the sources of his 
excessive hostility or of his superego strictness which would not 
countenance even a trace of hostility. 

Another point to indicate the importance of transference in 
therapeutic procedures is this: By emphasizing transference prob- 
lems, the therapist is dealing with actual current living experi- 
ences which are vividly meaningful to the patient, and the thera- 
py may have an immediacy and aliveness that otherwise may be 
difficult to achieve. Interpretation of past events and reactions 
often has a distant and unconvincing quality that may disappear 
completely when they are seen from a fresh point of view, arising 
out of an understanding of the immediate living relationship with 
the therapist. 

Further, in psychotherapy a lessening of transference problems 
may clear the way for acceptance of insight along other lines; if 
the patient has an unresolved attitude of Bang mistreated by the 
therapist, it will be difficult for him to accept as helpful any com- 
ments made by the therapist about the other aspects of his life- 
adjustment. Consequently, in psychotherapy with some patients 
(particularly those who are likely to develop negative transfer- 
ence attitudes) a clarification of transference distortions becomes 
the first essential of the therapy. 

Another item: for various reasons, the patient often resists the 
efforts of the therapist to help him. The whole problem of such 

resistance” in psychotherapy often can best be handled through 
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the transference, since many types of resistance tend to focus on 
the relationship between patient and therapist. The resistance 
based on oe over becoming aware of unconscious trends, the 
resistance based on the urge to avoid the narcissistic blows of hav- 
ing to admit mistakes or of being helped by someone else, the 
resistance based on fear of being dominated by another person, 
the resistance based on the urge not to give up infantile pleasures, 
all lead to defenses directed toward the therapist and can best be 
dealt with by attention to transference problems. 

In essence, then, treatment which is based on adequate under- 
standing of transference manifestations has many advantages: 
clinical, dynamic, and genetic diagnoses are made more clear and 
reliable; leads become apparent for the focusing of attempts at 
therapy; and insight fi corrective emotional experiences are 
made far more productive. 


E. CouNTERTRANSFERENCE 


It seems probable, although there is no statistical evidence to 
support the conclusion, that countertransference accounts for a 
large percentage of mistakes and failures in psychiatric treatment. 
For example, shock treatment may be used inappropriately be- 
cause the psychiatrist is unwilling to use more time-consuming 
methods or because he is unduly aggressive or because he is un- 
able to withstand the family’s urging that he do something drastic 
immediately. Another example: Psychotherapy, in a modifiable 
patient, may fail because the therapist is unable to resist being 
hostile and rejecting when the patient is provocative. Conse- 
quently, it is urgent that all therapists have a vivid understanding 
of countertransference problems and of their implication for 
therapy. 

In the previous section, the debt of psychiatry to Freud for the 
concept of transference was indicated. But Freud did not von 
with the understanding of the transference. He realized that a 
human relations are two-way streets, that the patient is not the 
only fallible human being in the interaction of patient and phy- 
sician. In fact, in all of the contacts of two human beings, it must 
be recognized that both may be responding illogically as well as 
logically. When a husband complains that his wife is behaving 
irrationally toward him, the psychiatrist who hears the story 
must wonder if the husband also does not behave irrationally 
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toward his wife and perhaps provoke some of her illogical be- 
havior. When a mother complains that her child reacts with defi- 
ance and antagonism to her, the psychiatrist must wonder if the 
mother also is not reacting illogically to the child. And so Freud 
put the question, What of the medical two-way street, what of 
the physician’s reactions to the patient? And, observing himself, 
with his customary courage and honesty, Freud discovered certain 
tendencies in himself that were inappropriate and tended to inter- 
fere with his successful work with patients. Subsequently, he 
made the same observation in supervising the work of the phy- 
sicians he was training in the use of his new techniques. For this 
ame distorted reactions of physicians to patients— 
reud suggested the technical term of “countertransference.” 

Some examples, taken from the general practice of medicine, 
can be given to indicate typical mistakes based on countertrans- 
ference. A physician who is too sympathetic with sick people 
may pamper his patients, may make them realize too vividly that 
sickness has its pleasures, and so prolong his patients’ conva- 
lescence. On the other hand, a physician who is overdemanding 
that his patients be strong and mature and self-reliant may do 
injury by holding up to his patients an impossible ideal. Patients 
of such a physician may become excessively critical of their own 
human limitations, may ignore their actual need for rest, for lei- 
sure, and for recuperation, and may struggle too strenuously to 
be as strong as the physician expects them to be. 

Every ana must resist the importunities of some of his 
patients for more and more medicine. If the physician has the 
personality characteristic of being unable to say “No,” of being 
too amiable and agreeable, he is very likely to give too much 
medicine to demanding patients or to patients who play on his 
sympathy. And, of course, the excessive use of medicine has its 
dangers, of drug addiction or of undue dependence on medicine 
or of some accumulated physical effects of the medicine itself. 

_ Another type of mistake is based on what can be called exces- 
sive therapeutic ambition. All physicians must have some thera- 
peutic ambition, must want to help their patients, must try in 
part to build their security and prestige by being successful, by 
curing their patients as quickly as possible. Such therapeutic am- 
bition is of real value to the doctor and to the patient. But thera- 
peutic ambition may be excessive and defeat its own ends. If the 
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physician is very insecure and has too great a need for fame and 
fortune, he may then have too great a need for cured cases, for 
the kind of case he can boast about or expect others to boast 
about for him. He may then become impatient with those who 
do not respond or may, in an open or concealed fashion, be ang; 
and resentful toward them. Some medical problems are complı- 
cated and difficult to solve, requiring patient consideration of a 
number of diagnostic possibilities sei oe use of one after another 
of therapeutic attempts until the problem is solved. The emotions 
of anger and resentment that arise in the doctor when excessive 
therapeutic ambition is thwarted are not conducive to clear 
thinking or to the gradual working-through of a difficult medical 
problem. Furthermore, a patient may sense the physician’s impa- 
tience and resentment and become anxious or resentful or self- 
critical, so that a secondary neurotic problem is superimposed on 
the primary problem, which is still unsolved. 

Another example of countertransference has to do with the 
unnecessary stimulation of anxiety in patients by a physician who 
likes to be totally safe in his diagnoses, who has an excessive fear 
that some other physician who may later examine the patient will 
find something that the first physician has missed. In moderate 
degree such concern for one’s reputation is valid and appropriate 
and one of the safeguards of medical practice, tending to assure 
adequate and careful examinations, But, like all good things, such 
concern can be overdone. The physician who is excessively 
afraid of the opinions of others may try to protect himself by 
avoiding definite diagnoses, may try to straddle the fence so that, 
no matter what happens later, he cannot be said to have missed a 
point. If such a physician examines a patient who thinks he may 
have heart disease, does a thorough job plus whatever special ex- 
aminations are called for, and finds absolutely nothing except an 
almost surely functional murmur, the physician may then be un- 
able to give the necessary reassurance. He may damage the pa- 
tient and help to produce a cardiac neurosis by remarking that 
the examination is essentially negative but that there is a little 
murmur that might be watched or that the patient’s heart is in 
fine shape but that it might be better not to take quite so much 
exercise as before. Such excessively conservative statements pro- 
duce anxiety which is totally unnecessary. They may protect the 
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hysician from criticism in an occasional case, but at the expense 
of the well-being of some of his patients. 

The above examples were chosen from the general practice of 
medicine, to indicate that countertransference is a problem not 
only of psychiatry but of all attempts at human helpfulness. 

The specific countertransference mistakes indicated in these 
examples, e.g., excessive therapeutic ambition, are, of course, 

roblems of psychiatric therapy as well. In fact, countertrans- 
erence problems are more frequent in psychiatry than in general 
medical practice, in part because psychotherapy makes greater 
use of the patient-physician relationship and in part because the 
psychiatric atmosphere is to some degree permissive and the pa- 
tient is more likely to express feelings or attitudes that may stir 
counterreactions on the part of the psychiatrist. Further, coun- 
tertransference problems are important in psychiatry because the 
psychiatrist so frequently tries to modify the patient’s adjust- 
ment, an attempt that often arouses resistive defenses on the part 
of the patient, which, in turn, may lead to inappropriate re- 
= a on the part of the psychiatrist. If the patient uses the de- 

ense against the treatment of appealing for sympathy, the psy- 
chiatrist may become too sympathetic or may have an attitude of 
contempt for one who seeks sympathy. If the patient defends 
himself against change or against unpleasant insight by attacking 
the psychiatrist as a threat, the psychiatrist, in turn, may counter- 
attack or become frightened and appeasing. Another patient may 
defend himself against the arousal of guilt feelings by the time- 
honored technique of feeling less guilty if one can make someone 
else feel guilty. In such a defense he may try to make the psy- 
chiatrist feel guilty over having done something, over not having 
done something, or over not having achieved a cure. The psy- 
chiatrist, even though he has done his best, may easily make the 
mistake of feeling guilty. Obviously, such countertransference 
reactions may give the patient momentary satisfaction, but they 
have no therapeutic value and may delay the patient’s recovery. 

In psychiatric practice, countertransference reactions may ap- 
pear even when they are not mobilized by specific reactions on 
the part of the patient, as in the above examples. A therapist may 
be afraid of older women and so with older women patients may 
have an attitude of anxiety or of defensive aloofness or of aggres- 
sive domination. Or a man therapist may have excessive competi- 
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tive attitudes toward men of his own age, and with such patients 
may have a need to show that he is brighter, quicker, more suc- 
cessful, and better adjusted. In such circumstances he "uncon- 
sciously may be averse to having the patient improve and thereby 
become a stronger potential competitor. Or the therapist may 
have a lifelong defense of his own of overintellectualization, and 
so his contact with patients becomes a sterile intellectual game 
instead of an interpersonal process that includes feeling tones, 
warm human contact, and understanding empathy. 

Countertransference problems may lead psychiatrists to an in- 
correct evaluation of their patients’ conflicts. One psychiatrist 
may be unable to see some of the important problems of his pa- 
tients because they are problems which he does not want to see 
in himself. His defense is trying to ignore the existence of such 
problems altogether, and so he cannot see them in his patients 
even when they are of central importance. Another psychiatrist 
may see too much instead of too little, may believe hat some of 
his patients have certain conflicts which actually are not present 
or are of little consequence. His mistake is based on a defense 
which is different from that used by the other psychiatrist. He 
attempts to alleviate his anxiety over some conflict of his own by 
imputing that conflict to others in an even greater degree, so that 
his own seems unimportant by comparison, With such a defense, 
he may come to believe that some insignificant problems of his 
patients are of high importance in their psychodynamic picture. 

The implications of the countertransference for therapy need 
hardly be detailed, since they are obvious, once the problem is 
stated. Some of the implications are these: The therapist need not 
be shocked if he has countertransference problems, since the 
are universal; but he must not permit himself to act out his tend- 
encies to the detriment of the patient. If his distorted reactions 
are mild and under control, he need not be concerned about 
them. If they are intense or out of control, he needs psycho- 
therapy for himself. If he finds that he has difficulty with one 
type of patient, he should refer such patients to other therapists 
until he has lessened his own problem. 

In general, the safeguards against the interference of counter- 
transference with therapy consist of intensive supervision over 
an adequate period of time with an adequate variety of patients, 
stringently honest self-scrutiny, and psychotherapy of the thera- 
pist. 
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Ic is apparent, then, that treatment in psychiatry has a much 
greater chance of success if the countertransference is minimal 
and undisturbing. In such circumstance, mistakes in diagnosis and 
therapy can be lessened, the transference reactions are more sig- 
nificant and more reliable tools of treatment, the patient has a far 
greater chance to correct his mistaken expectations in interper- 
sonal relations, and the therapist’s responses and comments are far 
more likely to be suited to ie actual needs of the therapy. 


F. TREATMENT POSSIBILITIES 


The treatment of an individual patient is dependent on the 
pon of understanding outlined in the preceding five sections. 
n addition, the following must be taken into consideration in 
reaching decisions about therapy: (1) the specific techniques of 
treatment which may be suitable; (2) the training and skill of the 
therapist in the use of specific techniques; and (3) the practical 
aspects of treatment. The remainder of this chapter will consist of 
an elaboration of these points. 


I. TECHNIQUES OF PSYCHIATRIC TREATMENT 


The following groups of therapeutic procedures for the amel- 
ioration or cure of psychiatric difficulties may be listed: 

a) Procedures intended essentially for the protection, safety, 
and general care of the patient, his family, and society. They in- 
clude hospitalization (at times commitment) of seriously dis- 
turbed patients; prevention of aggressive acting-out (suicide, 
antisocial behavior); custodial care of those unable to care for 
themselves, e.g., the feeble-minded; specific procedures of gener- 
al care, e.g., feeding of patients who refuse to eat, hydrotherapy 
in states of excitement. In the use of such procedures, their psy- 
chotherapeutic implications must be considered as well as their 
more obvious purposes. For example, hospitalization may provide 
a valuable temporary satisfaction of dependent needs but, like all 
such satisfactions, runs the risk of stimulating regressive tenden- 
cies. Another example: Individuals who are near panic because of 
their anxiety that some unacceptable unconscious impulses may 
break through may find the restrictions of hospital life a welcome 
auxiliary source of control. 
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b) Procedures aimed at a correction of structural pathologic 
processes, e.g., surgical removal of a brain tumor or evacuation of 
a subdural hematoma, 

c) Procedures aimed at a correction of pathophysiologic proc- 
esses, e.g., medicinal and other treatment of delirium tremens and 
bromide delirium; medicinal and fever treatment of paresis; thy- 
roid medication in cretinism. 

d) Medicinal or surgical treatment to ameliorate some of the 
physiologic concomitants of emotion, e.g., the limited use of 
sedatives and antispasmodics in anxiety-tension states; the use of 
stimulants in certain depressive states; the use of hypnotics when 
insomnia is troublesome; vagotomy in some cases of peptic ulcer. 
In such circumstance, when the problem is essentially psycho- 
genic, it is often wise to be direct with the patient about the role 
of the medicinal treatment and to state clearly to him that the 
medicine is not intended to be a cure but rather to give sympto- 
matic relief and that some variety of more direct dealing with his 
personality problems is in order, 

e) The use in selected cases of such physical methods of 
therapy as electric shock treatment and insulin coma (see also 
chap. x). A variety of modifications and combinations of physi- 
cal methods of therapy have been developed in recent years, and 
the student is referred to the pertinent literature for a statement 
of techniques and procedures (5, 23, 24, 41). The chief current 
procedures are those of electro-convulsive therapy and insulin 
coma therapy, in which patients are in the one instance subjected 
to an electric current through the brain substance, with the pro- 
duction of a convulsion, and in the other are given enough insulin 
to produce a response of several hours of hypoglycemic coma. 
The electro-convulsive procedure is usually repeated some five to 
fifteen times over a period of several weeks. The insulin coma 
procedure is usually repeated some twenty to sixty times over a 
period of several months. Electro-convulsive therapy seems to 
have its greatest sphere of usefulness in severe depressions which 
usually are labeled “manic-depressive” and “involutional melan- 
cholia,” and in many instances when psychotherapy is unpromis- 
ing it is the treatment of choice. It may be of value in certain other 
cases, in bringing about an increased interpersonal contact which 
is basic for psychotherapy. Insulin coma therapy seems to be of 
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value in the treatment of some cases of early schizophrenia. It 
seems probable that in most instances shock therapy should be 
combined with appropriate Besen: 

The rationale of these physical methods of treatment is far 
from established. Many physiologic explanations have been of- 
fered, but none is accepted generally. GEA attempts at a psy- 
chodynamic formulation of the influence of such treatment have 
also been offered. It has been suggested that the treatment arouses 
a fear of death, which leads to a defensive attempt at a re-estab- 
lishment of contact with the world of reality. It has been sug- 
gested that the treatment offers a punishment which is avidly 
seized on by the guilt-laden patient as a way of doing penance 
and receiving absolution and thus rendering unnecessary any fur- 
ther self-punishment, which had been the motivating force in, 
some of his previous symptoms; this would apply particularly to 
the self-destructive tendencies of the depressed patient. It has also 
been suggested that the treatment may work especially in pa- 
tients whose resistance to interpersonal influence had blocked 
any attempt at psychotherapy or workable personal contact but 
who now in shock therapy are up against overwhelming physical 
forces which cannot be resisted, with the end-result that the pa- 
tient gives up his pattern of resistance and begins to conform. 

Other physical methods of treatment are now being investi- 
gated: lobotomy, which involves a surgical interruption of path- 
ways between frontal cortex and subcortical structures, and 
topectomy, which involves a surgical removal of small areas of 
cortical substance. 

f) Psychotherapy, which may be roughly defined as the car- 
rying-through of a planned program for modifying the emo- 
tional life and adjustment of the patient, through new life-experi- 
ences and psychologic g ‘ocesses which can influence the patient 
in the direction of health. Most often this occurs in the setting of 
an interpersonal relationship between one patient and one thera- 


pist. 
- Ina textbook of dynamic psychiatry, it is this form of psychi- 
atric treatment which should receive greatest attention. In the 
following pages, the most useful modes of psychotherapy are 
summarized. 

One general comment is necessary before embarking on a dis- 
cussion of the techniques of psychotherapy. In line with the per- 
sistent emphasis in this chapter on the fae that psychotherapy 
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must be based on adequate diagnostic understanding, it is clear 
that any type of psychotherapeutic approach must be preceded 
by an exploratory period of one to ten interviews with the 
paeng Such an exploratory period will provide an opportunity 

or the accumulation of en aie dynamic, and genetic 
material, so that decisions can be made as to the variety of psy- 
chotherapy to be considered. In such an exploratory pened the 
explorer must have an adequate therapeutic attitude, in order to 
avoid doing damage. And occasionally a good therapeutic atti- 
tude during the exploratory period will lead to an amelioration 
of the presenting symptoms. 

In this connection it must be stressed that even a single consul- 
tation interview or examination must be thought of in thera- 
peutic as well as diagnostic terms. With such an emphasis, it is 
possible to avoid having the experience be traumatic or antithera- 
peutic. With such a therapeutic attitude, a therapeutic gain is 
possible even from a single contact. And if the consultation leads 
to the recommendation that treatment is indicated, acceptance of 
the recommendation will be facilitated if the consultation itself 
had a therapeutic orientation. In brief, a diagnostic consultation 
must not concentrate so intently on the eliciting of information 
of diagnostic value that the therapeutic implications of the con- 
sultation are forgotten. 

To return for a moment to the exploratory period and the un- 
derstanding which is its goal. From the preceding sections of this 
chapter the student may have the impression that in all cases the 
exploratory period must lead to a rather thorough understanding 
of clinical, dynamic, and genetic diagnosis, of transference and 
countertransference. Thoroughness is of value in many instances, 
but unnecessary in others. For example, in the study of a patient 
who may have delirium tremens, the clinical diagnosis is at first 
the important consideration, for the determination of the immedi- 
ate treatment regime. The other facets of the study are at that 
time of only secondary value. Later, during the treatment of the 
delirium, an understanding of some of the other aspects of the 
case may occasionally be useful. For example, the patient’s atti- 
tude to his parents and his customary modes of dealing with au- 
thority may give leads that can be of value in the management of 
his reactions on the ward. Still later, when the delirium is over 
and the question of psychotherapy in the treatment of the pa- 
tient’s chronic alcoholism becomes the central issue, the other 
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aspects of psychiatric study, e.g., dynamic and genetic appraisal, 
become crucial. In other words, the psychiatric study must be 
oriented around the pertinent goals of therapy at the time that the 
study is made. 


PSYCHOTHERAPEUTIC PROCEDURES 


Psychotherapeutic procedures, rather artificially, may be sub- 
divided in the following fashion: 

a) Indirect psychotherapy—tindirect psychotherapy consists 
of procedures which influence the patient indirectly through 
having a direct effect on his surroundings. One example is envi- 
ronmental manipulation, i.e., a modification of the external living 
conditions to lessen noxious pressures or to provide a more bene- 
ficial ope of influence. A simple example of this is the placement 
of a child in a well-chosen foster-home. Another type of indirect 
bs notnerapy; is the treatment of a parent to ER changes in 

is attitudes toward the child who was the original patient. In this 
type of indirect psychotherapy, the emphasis is on the improve- 
ment of some key person in the child’s surroundings rather than 
on removing the child from the environment or manipulating it 
in some other fashion. 

At times the treatment of a parent may be concurrent with the 
direct treatment of the child. Usually the two are treated by dif- 
ferent therapists, to avoid such complications as the competitive 
struggle for the attention of a single therapist. There is another, 
rather paradoxical, reason for having such a tandem arrangement. 
If the parent has a separate therapist, there is a greater possibility 
that the therapy of the parent will not be too exclusively related 
to the needs of the child. Even though the original recommen- 
dation for treatment of the parent was motivated by the needs of 
the child, it will usually be found that the parent in treatment is 
more likely to make progress if he or she feels that his or her in- 
terests are not being neglected and that he or she has a right to 
happiness and to therapy on his or her own. To have a therapy of 
one’s own, like a “room of one’s own,” can satisfy deep needs 
and can provide a basis for improvement which then can be re- 
flected in a more productive relationship with the child. 

‘These comments on the parent as a patient suggest the rele- 
vance of a more general comment, that, even when the parent is 
not officially a patient, a therapeutic attitude toward the parent 
(and other relatives) is worth having. When the parent obvi- 
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ously is behaving in a disturbing fashion toward a child, it is easy 
for the child’s therapist to develop hostile attitudes toward the 
parent in their incidental contacts. Such hostility often provokes 
unmanageable guilt or counterhostility in the parent, which may 
then be expressed toward the child. Consequently, the therapist’s 
attitude toward the parent should, in general, be one of regarding 
the parent as being, in a sense, an incidental patient also and thus 
of having toward the parent a noncondemning, accepting atti- 
tude along with an attitude of firmness and an expectation of sin- 
cere attempts at more mature behavior. Strongly critical attitudes 
to relatives of patients or strongly sympathetic and forgiving atti- 
tudes are valuable only in special instances, when they happen to 
meet the dynamic needs of the relatives themselves. Such atti- 
tudes are to be used, not as an expression of the therapist’s emo- 
tional reactions, but as a technique of helpfulness to the relatives 
and the patient, and only when the therapist has some conviction 
that they are dynamically correct. 

b) Direct psy chotherapy.—“Direct psychotherapy” is the cate- 
gory of procedures which influence the patient directly and which 
may be classified as (1) suppressive, (2) supportive, (3) relation- 
ship, and (4) expressive psychotherapy. 

(1) Suppressive psy ihe ITPS EYE psychotherapy 
employs such techniques as authoritative firmness and commands, 
the ignoring of symptoms and complaints, placebos used with 
dogmatic assurance, suggestions under hypnosis to repres symp- 
toms, comparable waking suggestion, exhortation, and persuasion. 
Essentially, in this approach, the therapist acts as a dictator, as an 
adjunct to the forces of repression, as an omniscient and omnipo- 
tent father who expects to be obeyed. 

Such an approach is aimed in part at the suppression or re- 
repression of unconscious material which is threatening to erupt, 
and at a strengthening of the usual defenses. In part, it is intended 
to counteract the secondary benefits of neurotic illness, such as 
the striving for attention and sympathy and the use of symptoms 
to control the environment. 

It shades over into the next variety, supportive psychotherapy, 
and in some instances actually is a productive variety of sup- 
portive psychotherapy, if it is used in a deliberate attempt to 
meet a patient’s need for a strong, firm, guiding, controlling 
hand. 

In general, however, present-day psychiatry has little respect 
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for the suppressive techniques, recognizing that they are often 
used het reference E the actual a rehódyiiinc problem 
and that, even if they have some effect at times, they leave the 
problem unsolved and the patient seriously vulnerable to subse- 
quent stresses and strains. 

(2) Supportive psychotherapy. — Supportive ny 
uses such components as a warm, friendly, strong-leadership type 
of support and reassurance; help in the development of hobbies 
and outlets (e.g., in occupation and recreation); symptomatic 
medication; adequate rest and diversion; the removal of external 
strain; hospitalization; the provision of a period of necessary de- 
pendence; and guidance and advice in practical issues. Group 
psychotherapy also may have a valuable supportive effect. 

Essentially, supportive therapy uses those techniques which 
will make the patient feel more secure, reassured, accepted, pro- 
tected, encouraged, safe, less anxious, and less alone. In good part, 
even a supportive psychotherapy must be individualized and be 
dependent on the understanding of the specific individual. For 
example, in one patient symptomatic medication will have excel- 
lent supportive value; in another it may mobilize sharp anxiety 
about the development of a drug addiction. Its goal is a rather 
limited one, that of offering support during a period of illness or 
turmoil and at times of restoring or strengthening the defenses and 
integrative capacities which are temporarily impaired during the 
illness. It provides a period of acceptance and dependence when 
the patient is acutely in need of help in meeting his frustrations, his 
sit and his anxiety or the external pressures which are too great 
for him to handle. 

Often supportive psychotherapy shades over into relationship 
therapy or is combined with it. And supportive psychotherapy 
may use a limited amount of expressive psychotherapy, such as 
the verbalization of unexpressed emotions. The verb: expression 
of emotion has the value of some relief of emotional tension. 
And, in a therapeutic situation, the expression of emotion and its 
subsequent discussion may lead to a greater objectivity in evalu- 
ating a current problem. In this fashion the patient may achieve 
some relief of anxiety and symptoms and get elp, through super- 
ficial insight, in reaching some sort of solution of a current prob- 
lem or reactive upset. 

The therapist must keep in mind the fact that supportive help 
may foster regressive tendencies and too great a dependency. He 
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must keep in mind the obligation to avoid the development of 
undue dependence and the need for a persistent weaning to a 
resumption of independence. 

In practice, supportive psychotherapy is of value in sychi- 
atric conditions such as these: relatively mature individuals in re- 
active upsets largely based on extraordinarily severe environ- 
mental pressures (e.g., some traumatic neuroses, some reactive de- 
pressions); individuals who, in general, have made a rather good 
adjustment and are in what seems to be only a temporary period 
of pressure, of turmoil, of temptation, or of indecision; individu- 
als who have been fairly responsible and giving in their life- 
adjustment but who now are required to give beyond their psy- 
chologic means (e.g., a wife whose husband is behaving in a more 
infantile fashion than usual) and who need to be given to, so that 
they will have more to give; individuals who are extremely re- 
sistant to expressive psychotherapy and those who the therapist 
concludes are fundamentally too sick to respond to expressive 
lp ats y; and, finally, patients who have no drive toward a 

undamental change in their adjustment and are essentially inter- 
ested in a restoration of a more comfortable previous adjustment. 

In some instances a period of supportive psychotherapy may 
lead to the joint decision that expressive psychotherapy is the 
procedure of choice. And the reverse in part may be true; during 
an expressive psychotherapy the therapist occasionally must be 
flexible enough to provide a period of supportive therapy. 

It must be added that in the present transitional period of a 
plethora of patients and a paucity of psychiatrists, supportive 
psychotherapy at times is used not as the procedure of choice but 
of practical necessity. 

(3) Relationship therapy.—Before embarking on a description 
of relationship therapy, a transitional comment should be made, 
contrasting the types of psychotherapy with regard to one essen- 
tial difference, viz., the goals of therapy. It can be said that, in 
contrast to the supportive type of psychotherapy (described in 
the preceding section), a re ationship psychotherapy (described 
in this section) and an expressive psychotherapy (to be described 
in the following section) have more extensive goals. The latter 
two types aim not only at a restoration of the status quo ante, at 
the re-establishment at a former equilibrium, but also at a change 
in personality patterns and at a decrease in vulnerability to ex- 
ternal pressures. 
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Then, to contrast these two, it can be said that a relationship 
eig has more limited goals and techniques than does expressive 
psyc cae The differences will become apparent in the 
description of the two in this and the subsequent section. 

The present section—an attempt at a delineation of relationship 
therapy—provides difficulties in presentation and clarification. 
The concept of a relationship therapy is fundamentally a simple 
one, and yet it is so much a matter of atmosphere and feeling and 
Bee interplay that a clear phrasing of its essence in brief 

orm is difficult to achieve. - 

Perhaps a relationship therapy can best be described as a fairly 
prolonged period of contact of patient and therapist in which the 
therapist can maintain, without much conscious effort, a good 
therapeutic attitude of the sort described in previous pages of 
this ne In response to such a therapeutic attitude, the pa- 
tient behaves in various ways, and there levelops an interplay of 
feeling, of communication, and of new experience. In such a 
growing relationship certain therapeutic experiences occur, which 
may be listed in part as follows: (a) the experience of being ac- 
cepted as of value, or otentially so, and of not being condemned 
or rejected because of defensive distortions; (b) the growth of an 
identification with some of the more successful techniques and 
adjustments of the therapist as they may fit the individual needs of 
the patient; and (c) spontaneous corrective emotional experiences, 
based on the fact that the therapist does not respond in the manner 
_ expected by the patient. These points will be elaborated in subse- 
quent paragraphs, 

The essence of the technique of a relationship therapy can be 
phrased in this way: It consists of a series of interviews in which 
current and past Ait and situations and conscious con- 
flicts and wishes and fears are discussed but in which the therapist 
is less interested in the dynamics of the problems than in the fos- 
tering of a good therapeutic relationship. The cornerstone of the 
relationship is that during the interviews the therapist has toward 
the patient the sort of attitude that is characteristic of a good 
father or mother or of a good older brother or sister. 

In such an attitude and such a relationship the element of sup- 
port must play a vital role, of course; a good parent or a good 
older sibling does offer support. In fact, a relationship therapy 
may, at times, use some of the specific techniques of a supportive 
therapy. And, in a sense, relationship therapy can be considered a 
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protracted variety of supportive therapy, in that the therapist 
may see the patient over a period of months or years (usually 
once a week or so) in an atmosphere of friendliness and support. 
And such a sustaining relationship has some value on that ba 
alone; it offers a limited satisfaction of some of the deep needs for 
acceptance and dependence which develop in many patients in 
an attempt to counterbalance their neurotic frustrations, their 
guilt, and their anxiety. 

But in this technique of relationship therapy the therapist 
avoids being too supportive, because he hopes not only to offer 
sustaining help but also, through his therapeutic attitude of being 
nonjudgmental, noncondemning, nonsubmissive, nonanxious, 
noncontrolling, firm, consistent, and realistic, to have a modify- 
ing effect on the patient’s personality. He knows that the con- 
stant playing of the note of supportiveness is often not enough. 
He knows, further, that a too emphatic or a too prolonged 
sounding of that note may infantilize the patient. And the thera- 
pist wants the patient to obtain more from the therapy than the 
security and reassurance that comes from feeling supported and 
sustained. 

Consequently, the therapist would like his attitude to include 
all the attitudes that can characterize the helpful parent or older 
sibling. A good father is not too supporting; the therapist must 
not be. A good father sets limits to unacceptable behavior; so 
must the therapist. A good father can point out mistakes; so can 
the therapist. A good father is not frightened by threats; nor is 
the therapist. A good father can be firm without hostility; so can 
the therapist. A good father expects a growth in self-reliance; 
and so should the therapist. A good father gives respect and ac- 
ceptance; so does the therapist. A good father is not always good 
and can make mistakes; the same goes for the therapist. A good 
father need not try to be the perfectly good father or completely 
well adjusted with his children; nor need the therapist with his 
patients. i 

A further contrast of ey aoa therapy and relationship thera- 
py is this: The therapist’s basic role in a relationship therapy is 
not that of a supporting crutch but rather that of a firm, helpful 
friend, who wants to help and be sustaining but expects the pe 
tient to be as self-reliant and independent as he can be. The 
therapist would prefer to help the patient see facts and issues and 
alternatives, so that he can make his own decisions, rather than to 
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try to make the patient’s decisions for him. ‘The therapist expects 
to disagree as well as to agree, even though the patient hopes for 
complete agreement and supportive approval. 

Another comment to indicate that a relationship must go be- 
yond a purely supportive attitude: The therapist hopes that his 
attitude of having, on the one hand, a sincere tolerance toward 
certain aspects of the patient’s life toward which the patient had 
been too self-critical and self-condemning and of having, on the 
other hand, a clear recognition of the need for a firm, realistic 
setting of limits about the acting-out of unacceptable behavior 
will be of value in helping the patient to become mature. He 
hopes that such a bilateral attitude will help the patient toward 
a more reliable and successful variety of inner control and social 
adjustment and hence to a greater independence. 

Such a relationship, then, may lead to specific experiences and 
responses and et in the patient. Of these, two may be 
singled out for special comment: (a) the development of healthy 
identifications and (b) some corrective emotional experiences, 

The therapist hopes that some of his own more mature atti- 
tudes, which become evident in the relationship, will be incorpo- 
rated by the patient as part of his own attitudes, if they seem 
appropriate, just as a son may incorporate some of the attitudes of 
a good father. In other words, the therapist hopes that the patient 
will, through a process of identification, adopt some of the thera- 
pist’s more successful defenses and adjustments, Such identifi- 
cations may tend to counterbalance some of the patient’s less 
healthy identifications with the unfavorable influences of his 
childhood and lead to a greater strength, to a diminution of anx- 
iety and defenses, and, more generally, to an increase in integrative 
capacity. 

urther, the therapist hopes that some corrective emotional 
experiences will occur spontaneously, viz., that the patient will 
somehow be influenced by the fact that the therapist’s attitudes 
and responses are different from the ones which hi personality 
sickness has led him to expect from others, Such a contrast be- 
tween expectation and actuality (e.g., between the expectation 
of being able to provoke the therapist to rejection and the actual- 
ity that it does not happen) can fad to distinct-modification in 
patterns of interpersonal relations. (It is to be noted that in a 
relationship therapy there is merely the general expectation that 
a persistently good therapeutic attitude is likely to lead to some 
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corrective emotional experiences. In an expressive psychothera- 
py, however, more ecific corrective experiences are likely to 
occur, because specific patterns are being worked through and 
because there may be some planning for the occurrence of spe- 
cific corrective experiences which the therapist regards as cen- 
tral for the treatment.) 

To rephrase the processes just described, it may be said that, 
fundamentally, a El ee therapy provides the therapist with 
an opportunity to behave in a fashion different from the we 
of the patient’s parents and, in a sense, to neutralize or to reverse 
the mistakes of the parents. If the patient had overly authoritarian 
parents, the therapist’s friendly, nonauthoritarian attitude means 
that the patient has an opportunity to adjust to, to be led by, and 
to identify with a new type of parent-figure. And, in a similar 
fashion, patients who had overly indulgent, overly seductive, 
overly passive, or inconsistent parents can now have a new start- 
ing point, of being, in a sense, brought up again by a parent who 
is not making such mistakes or who may be responding in a way 
quite different from the patterns of the parents. 

In many cases the mere fact that the therapist is responding 
fairly maturely provides ger) of a contrast with the mistaken 
attitudes of the parents. In other instances, however, it may be 
wise for the therapist to emphasize the contrast, i.e., of being 
quite permissive if the parents were destructively restrictive or of 
being emphatically firm if the parents were destructively indul- 
gent. Obviously, in many instances the patient cannot ae 
adjust to, or be influenced by, such a contrasting attitude. Hence 
a relationship therapy is to be regarded as a slow process, which 
may take months or years. 

Such a phrasing of the pattern of a relationship therapy may 
give the false impression that the therapist is placing the total 
responsibility for the patient’s problems in the laps of the parents. 
Actually, serious problems may arise in childhood even when the 
parental attitudes are fundamentally sound. For example, a child, 
with little or no provocation from the parents, may develop hos- 
tile, destructive impulses toward the parents and then expect 
hostile, destructive retaliation from them. In such a setting he 
moy develop severe anxiety, be provocative toward them, or be 
defensively resistant. And, at that point, believing his parents to 
be hostile people, he may identify with his “hostile parents” and 


consequently have a pattern which persists. And, of course, in 
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such a situation, even mature parents may be bewildered and 
anxious and be provoked to hostility, which then can be a focus 
for conflict and identification in the child. 

A relationship therapy can fit such a pattern as the one just 
described, as well as the patterns in which the primary responsi- 
bility is the parents’. In the pattern in which the child’s destruc- 
tive feelings initiated the interaction, a relationship therapy can 
be effective in this way: When the patient becomes hostile to 
the therapist and expects hostility in return, as an adult he is now 
better able to see the actual fact that he is not receiving a retalia- 
tory hostility. (As a child, he was less able to distinguish fact 
from fancy.) He now can see that his hostility is not met with hos- 
tility; the effect is that of having him realize that his own hostile 
impulses are not so dangerous as they seemed, that parents or 
parent-figures are not so unfriendly as he thought, and that he no 
longer need identify with an image imbued with hostility. In 
addition, if the parents had, out of bewilderment, actually re- 
sponded with hostility, the fact that the therapist does not, again 
offers a chance for a corrective experience. y 

At this point the comment should be made that one of the 
basic propositions of this chapter is that relationship therapy is a 
pervasive substrate of many of the forms of expressive psycho- 
therapy discussed below. Further, one unsolved problem of psy- 
chotherapy, to be answered by further research, has to do with 
the possibility that some therapeutic results ordinarily credited to 
expressive therapy are in actuality to be credited to the con- 
comitant therapeutic relationship. 

A relationship therapy of itself is suitable for many varieties of 
psychogenic illness. It is especially to be chosen when the patient 
is too resistive to attempts at an expressive psychotherapy or is 
considered too ill for this type of treatment; and it is indicated 
when the skill and training of the therapist are not adequate for 
such ey or, on a more positive basis, when a gradual 
maturing process based on the elaboration of new foci for identi- 
fication is regarded as the most promising line of modification. 

Relationship therapy can form the ne of the work of 
the psychiatrist whose training was not psychodynamically ori- 
ented; it is the vehicle for the success of many psychiatric social 
workers; and it can provide the best line of approach for the 
growing group of internists and other physicians whose psycho- 
somatic interests call for the development of techniques of psy- 
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chotherapy. Such a statement, of course, does not eliminate the 
possibility of the interweaving of a certain amount of expressive 
psychotherapy into relationship therapy, in the work of those 
whose training and skill are adequate. 

(4) Expressive psychotherapy.—This is a broad and unsatis- 
factory term to include a variety of special techniques and 
procedures. Perhaps the essential characteristic of all of them is 
that they attempt to go beyond the goals of a supportive and ofa 
relationship therapy. The goals of the various forms of expressive 
psychotherapy not only include the oals of the above-men- 
tioned techniques, viz., a restoration of a disturbed equilibrium, 
the formation of new foci for identification, and the occurrence 
of spontaneous corrective emotional experiences; they also include 
the goals of a greater awareness of the determinants of the illness, 
an emotional reorientation and a more mature perspective with 
regard to these determinants, an increase in ego capacity and 
strength, and specific and central corrective experiences. 

A variety oF procedures may be called “expressive” or “ex- 
ploratory” or “uncovering,” and again there is a great deal of 
overlapping of techniques and terminology. The most superficial 
variety of expressive psychotherapy is a frank discussion of per- 
sonal problems, of impulses, life-situations, and conflicts which are 
quite conscious to the patient but which he ordinarily would not 
discuss with others. This would include a sort of confession and 
ventilation of “worries,” family problems, doubts, impulses, con- 
scious anxieties, guilt feelings, etc., and a joint study of current 
conflicts and remembered past life-situations as they seem to relate 
to neurotic reactions or psychosomatic disorders, Such a series 
of discussions of conscious problems would include, of course, a 
good therapeutic attitude on the part of the psychiatrist, with the 
constructive effects hoped for in a relationship therapy. In ad- 
dition, however, in this type of expressive psychotherapy, there is 
the added goal of some increase in understanding and insight. The 
therapist in such a program would not give interpretations of 
unconscious maior Kit would limit himself to a clarification of 
conscious problems, to a linking of events and feelings with re- 
actions and symptoms—a linkage which the patient had not no- 
ticed previously on his own. Even such superficial insight may lead 
to an increase in perspective and objectivity, to a lessening of anx- 
iety, and to some undercutting of future automatic responses. 

In addition, such a discussion of conscious issues may give the 
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therapist a chance to correct the patient’s misinformation on per- 
sonal problems—a correction which may lead to some diminution 
of anxiety. Further, the verbalization of vague or unclear worries 
may have some therapeutic effect, since the process of verbaliza- 
tion itself may make the problem more specific and less vague. 
Vague dangers often seem greater than clear ones. Consequently, 
the process of verbalization may lead to a better perspective and 
objectivity. 

This combination of superficial expressive psychotherapy with 
relationship therapy may then be deepened at times by the inclu- 
sion of a varying amount of dealing with unconscious material, 
via free association, understanding of the transference, some 
dream material, etc. Such psychotherapy goes by a number of 
labels, such as “brief psychotherapy,” “tl erapeutic interview- 
ing,” or “psychoanalytically oriented psychotherapy.” Intensive- 
ly supervised training, with adequate emphasis on transference 
and countertransference problems, is a sine qua non for this type 
of therapy. (It is unnecessary to specify the details of this variety 
of cn, since it can be visualized quite simply as the 
deepening of relationship therapy and “conscious” expressive 
therapy described above, by the use of some of the facets of psy- 
choanalysis, to be described in the following paragraphs.) 

If, now, in other cases, the psychotherapy deals extensively 
and intensively with unconscious problems (with, however, as 
much attention to conscious problems and reality situations as the 
material calls for); if the therapeutic sessions are frequent enough 
to give extensive information about the complexities of the pa- 
tient’s patterns; if the emphasis is predominantly on dealing with 
transference and resistance and on the working-through of de- 
fenses to uncover and express preconscious and unconscious 
pathogenic material; if the patient can productively be given in- 
sight into the ways in which his patterns unconsciously have led 
to distorted attitudes to the therapist; and if both dynamic and 
genetic material play an important role in therapy, the technique 
is called a “psychoanalysis.” 

Since this is a textbook of dynamic psychiatry rather than of 
psychoanalysis per se, the technical aspects of psychoanalysis 
will not be considered in detail. 

A psychoanalysis is built on the basis of a relationship therapy, 
with the above-mentioned effects of a persistent therapeutic atti- 
tude (nonjudgmental, etc.) and the possibility of new foci for 
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identification and of corrective experiences. It deals also with the 
clarification of conscious anxieties and conflicts. Its additional and 
specific characteristics are the following: Its emphasis is on deal- 
ing with unconscious conflicts, with the goal o uncovering and 
verbalizing various unconscious drives and emotions and of al- 
leviating unconscious anxieties. It places great emphasis on an 
understanding of unconscious problem as expressed in transfer- 
ence distortions. One of its major goals is the achievement by the 
patient of an increased insight into his unconscious trends, with a 
possibility of better integration, now that the impulse is to be dealt 
with by the adult ego rather than by the relatively weak ego of 
childhood. This process can be rephrased as the bringing into 
consciousness of unacceptable impulses so that they may be dealt 
with by conscious and adult acceptance or renunciation or modi- 
fication rather than by repression, with its symptom-forming _ 
consequences. Another of the major (ey of psychoanalysis is the 
corrective emotional experience o having previously uncon- 
scious and automatic attitudes, now directed toward the thera- 
pist, brought into consciousness and of seeing that they are reacted 
to by the therapist in a way far different from the patient's 
expectations. 

As part of its emphasis on the exploration and expression of un- 
conscious material, a psychoanalysis makes extensive use of 
dreams and the associations to them, of the various indications of 
hidden transference and defensive reactions, and of close obser- 
vation of the sequence of ideas in free association, i.e., the type of 
expression of thoughts and feelings which occurs when one puts 
aside the usual attempt to censor one’s talk or to present one’s 
ideas or memories in a logical fashion. 

In a sense a psychoanalysis deals with material on a “deeper 
level.” This can be specified as meaning (a) that there is an ex- 
tensive attempt to understand the unconscious dynamics, in addi- 
tion to the conscious dynamics; (b) that inte retation of uncon- 
scious material plays a more important role than clarification of 
conscious material does; and (c) that the significance of the past 
in the formation of current problems is emphasized, as well as the 
significance of the current unconscious patterns and problems 
themselves. 

Another variety of expressive psychotherapy is play therapy in 
children. In this, the child’s play, when he is alone with the 
therapist, acts as a technical substitute for dreams and free asso- 
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ciation. The play may start with the spontaneous choice of one 
of a variety of toys and play situations, or the play situation may 
be planned by the therapist to facilitate the expression of anxi- 
ety-provoktng impulses, e.g., the use of a family of dolls, on 
which the child may displace his interpersonal pors The goal 
of such therapy is either the development of a capacity for a 
greater expression of throttled emotions, in a safe and supervised 
therapeutic situation, or the use of the material so revealed for the 
development of insight and understanding or for the corrective 
living experience in the transference. Depending on the depth of 
the therapy, such work may be called “psychoanalytically ori- 
ented play therapy” or “child analysis.” 

Hypnotherapy is another variety of expressive psychotherapy, 
in which hypnosis is used in part to facilitate the expression of 
unconscious material, which then may be handled therapeutically. 

Narcosynthesis is a comparable technique of facilitating the 
expression of suppressed or repressed material through the tech- 
nique of the intravenous injection of sodium pentothal or sodium 
amytal to the point of thorough relaxation but not sleep. This 
technique seems to be effective chiefly when there have been 
recent severe traumatic experiences, which stirred impulses and 
anxiety to a degree that could not be handled without repression 
and symptom formation. 

Certain varieties of group therapy (the open discussion, in a 
small group, of common or universal problems or of individual 
ee) not only have supportive value, as mentioned above, 

ut also permit the expression of hidden anxieties and conflicts, 
and some insight and corrective experiences in relation to the 
leader and to the others of the group. 

It is not possible to state in any brief fashion the indications and 
contraindications for the varieties of expressive psychotherapy. 
Essentially, they are more suitable for neurotic problems than 
for psychotic, since a relatively intact ego is’essential for the inte- 
gration of “expressed” material. Modifications of the techniques 
described, however, make them usable with some psychotic pa- 
tients during their hospital stay. In general, the expressive psy- 
chotherapies are suitable for patients who are willing to co- 
one in such a procedure, who in the diagnostic evaluation of 
the psychiatrist are capable of constructive modification through 
the expressive techniques, and who cannot be given adequate 
help through simpler procedures, 
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As a postscript to the above description of the varieties of 
psychotherapy, the following may be added: Except for cer- 
tain previously repressed material which is uncovered in rather 
intensive expressive psychotherapy, the material brought by pa- 
tients to psychotherapeutic sessions is approximately the same in 
all varieties of psychotherapy. The essential difference is what 
happens after the patient brings the material. Expressed with 
great oversimplification, the following contrast can be made. In 
any variety of psychotherapy the patient may tell the therapist 
of an anxiety dream or a nightmare of a small animal with big 
sorrowful eyes about to be devoured by an enormous spider. In a 
suppressive therapy the therapist would insist that the patient 
stop being concerned about dreams and stop being anxious over 
inconsequential nothings and would order him to forget his 
dreams and jump out of bed in the morning. In a supportive 
therapy the therapist might comment that dreams are disturbing 
at times to everyone, that this is a common enough type of 
dream, and that perhaps some mild sedative for sleep might tem- 
porarily be of value. In some cases he may try to get the patient 
to talk freely of his fears. In a relationship therapy the therapist 
would put to himself the question of whether in the dream he is 
the devouring spider or the endangered small animal or whether 
the patient is either. He is alerted to the probability that in the 
treatment the patient may be afraid or may soon be afraid either 
of being hurt or of hurting. He may make no direct comment to 
the patient about the dream other than a supportive comment, 
and then later help to steer the patient into some discussion of his 
conscious fears. Largely he uses the dream to put the question to 
himself as to whether he has done anything to frighten the pa- 
tient or whether he has permitted the patient to frighten him, and 
so helps himself to continue in a good therapeutic attitude. In an 
expressive therapy that does not go deeply into unconscious 
material the therapist may use the dream material in the fashion 
just mentioned as part of relationship therapy but, in addition, 
may lead the discussion to some expression of the patient's fears, 
his thoughts about them, etc., and, noting the material touched 
on, be led to some clarification or interpretation of the patient’s 
fear of women, etc. In an expressive therapy of a deeper variety, 
the therapist would have the patient associate freely to the ele- 
ments of the dream and then or later give an interpretation of the 
unconscious problems revealed by the combination of the dream, 


362 Dynamic Psy chiatry 


the associations, and the patient’s attitudes. In such a therapy, if 
the material justified it, the interpretation given (the latent 
meaning of the dream) may well be that the patient was deeply 
afraid of being devoured by women figures (and now by the 
therapist) because of his own desire to open his eyes wide to see 
what he felt he should not see. (Implicit in this is the attitude that 
the therapist knows of his impulses and will not punish him.) In 
other instances, the interpretation may be that the patient regards 
himself as the omnipotent devouring spider and expects the thera- 
pist to cower in fear. (And implicit in this is the fact that the 
sta does not regard the patient as omnipotent or frightening, 
and that the therapist is not cowering in fear.) 


2. THE TRAINING AND SKILL OF THE THERAPIST IN THE 
USE OF SPECIFIC TECHNIQUES 


It is clear that special training must be called for in many of the 
techniques mentioned above. Only a neurosurgeon should re- 
move a brain tumor. Only a psychiatrist trained in electro-con- 
vulsive therapy (as well as in general and dynamic psychiatry) 
should give that variety of shock therapy. Only an accredited 
psychoanalyst should do psychoanalysis. 

Because of the overlapping of the fields of knowledge and of 
training, some varieties TE therapy may be done by specialists in 
several fields. A psychiatric social worker, adequately trained 
(working either in a psychiatric clinic or in an agency which 
has close supervision y psychiatrists), may make use of some 
aspects of the techniques of supportive therapy, relationship 
therapy, and expressive therapy essentially limited to conscious 
material. Her work will largely be oriented to the patient’s en- 
vironmental and family problems, and her special experience in 
social pathology and family constellations can be specific assets in 
therapy. A clinical psychologist, if his training is adequate, may 
do the same varieties of psychotherapy while working as part of 
a psychiatric clinic team, although his primary responsibility is in 
the field of teaching, research, and the use of special diagnostic 
tests. The internist or general practitioner who has had no special 
training in psychotherapy should limit himself to supportive 
techniques, whereas, if he has had special training, his skills may 
include the use of relationship therapy and superficial expressive 
psychotherapy based on conscious material. The psychiatrist 
whose training was largely nondynamic should limit himself to 
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supportive therapy, relationship therapy, expressive therapy deal- 
ing with conscious material, general care of psychotic patients, 
and shock therapy. The psychiatrist whose training included in- 
tensively supervised dynamic psychotherapy may, in addition, 
make “brief psychotherapy” the focus of his practice. The psy- 
chiatrist whose training included full training in ee 
may use the method of psychoanalysis. 


3. PRACTICAL ASPECTS OF TREATMENT 


To recapitulate: The therapist must take into consideration the 
diagnostic formulations (clinical, dynamic, and genetic) and the 
transference and countertransference phenomena apparent during 
the exploratory period. He must consider the various types of 
acceptable therapy and their applicability in terms of the specific 
problem at hand. He must pay attention to the en of the 

. goals of treatment in the individual patient and fit the potentialities 
of the various treatment procedures to the needs and potentialities 
of the patient. Further, he must consider his own training and skill 
or those of the therapists to whom he might refer the patient. 

In addition, his decisions about therapy must take into full con- 
sideration many practical issues. The age of the patient, his level 
of intelligence, the presence of serious physical defects, his cul- 
tural and educational background, his geographical location in 
respect to treatment—all are of importance in determining the 
feasibility of the therapy which may seem indicated. 

The elements in the family constellation which foster improve- 
ment and those which block progress must be evaluated. The 
destructive aspects of the environment in which the patient must 
stay during treatment or to which he must return after treatment 
are often of crucial importance, particularly in childhood. 

The resources of the community may have to be assessed as 
well. If private hospitalization is indicated, the availability of a 
vacancy in a good hospital, at a rate which the patient or the fami- 
ly can afford to pay, must be determined. If the patient should 
have ambulatory private care, the availability of an adequately 
trained therapist cannot be taken for granted. If the patient 1s 
unable to pay for private care, the existence of a good clinic in the 
community is crucial. (And if the patient’s therapy would be 
benefited by his paying a small fee, the clinic should provide such 
a fee system as one of its therapeutic activities. ) 

The purpose of these final paragraphs, however, is not to give a 
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full survey of practical considerations—rather it is to call attention 
to the danger that the therapist may become so fascinated by the 
discoveries of modern psychiatry and by the dynamic problems of 
the individual patient that he will minimize the need to consider 
the current realities, But when the therapist recognizes the urgent 
necessity of having his planning be realistic and appropriate, the 
practical issues in any individual situation become obvious and 
pertinent. 
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PART II 


INFLUENCE OF PSYCHOANALYSIS 
ON ALLIED FIELDS 


XII 


THE PSYCHOSOMATIC APPROACH 
IN MEDICINE 


Franz ALEXANDER, M.D., anp Tuomas S. Szasz, M.D. 


Wnar Is PsycHosomATIc MEDICINE? 


HE psychosomatic approach in medical research and 
therapy consists in the co-ordinated Bere of somatic 
(i.e. anatomical, physiological, p. armacological, and 
surgical) methods and concepts, on the one hand, and psycho- 
logical methods and concepts, on the other, Interest in the mutual 
influence of physiological and psychological processes is by no 
means new, as evidenced by such German expressions as were 
popular in the last century—Psy chophysiologie (Wundt) or Psy- 
chophysik (Fechner). What is new in the modern psychosomatic 
approach is that both the physiological and the psychological 
processes are studied with the same scientific standards. This 
pears like all fundamental scientific progress, became possible 
y improved methods. It is only since the advent of the psycho- 
analytic technique that ss processes can be studied 
with precision. As a result, generalities, such as, for example, that 
the emotional state of a person may have a profound influence 
upon the course of any disease, can now be replaced by the pre- 
cise study of these psychological influences. 

Psychological processes are the functions of the central co- 
ordinator F the organism, i.e., of the highest integrative centers 
of the central nervous system. Essentially they are similar to 
other processes in the organism. The most important difference 
is that they are perceived subjectively. Accordingly, these proc- 
esses can be studied by psychological techniques. Psychological 
methods, however, differ in many respects from all other meth- 
ods used in medicine, such as physics, chemistry, anatomy, and 
physiology. Hence the co-ordination of these two types of ap- 
proach meets with inherent difficulties, which are being over- 
come only gradually. 
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When psychoanalytic interest first turned to the problems of 
organic medicine, some pioneers, notably Georg Groddeck (5 1, 
52, 53), attempted to understand somatic processes entirely as if 
they were the same as psychic processes and symptoms. He ap- 
plied psychoanalytic concepts to Pr ologia processes, without 
due recognition of the fact that the latter require different con- 
ceptual tools for adequate description and understanding. The 
results thus arrived at were often bizarre, such as “interpreting” 
the fever of an infectious illness as “meaning” sexual excitement, 
or the increased blood flow to an organ, for whatever reason, as 
“meaning” a displaced erection. 

Another example of such conceptual confusion may be seen in 
the approach of certain so-called “organicists.” We are referring 
to the persistent attempts, both past and present, to find some 
histological or biochemical alteration in the central nervous sys- 
tem which would “explain” the neuroses or schizophrenia. Such 
findings, even if present, would no more explain the specific psy- 
chological pictures found in various psychiatric syndromes than 
the discovery of the syphilitic basis of paresis could explain the 
various psychic symptoms which occur in patients with this 
disorder. 

The two examples cited are, of course, counterparts of each 
other. They illustrate the inappropriateness of simply transposing 
the concepts of psychology into physiology or vice versa. The 
creation of an integrated conceptual system which would com- 
bine the basic principles of these two diverse scientific approaches 
thus eee to be one of the most important goals of present-day 
research in psychosomatic medicine. 

The current psychosomatic approach in medicine can be con- 
sidered as a logical outcome of the basic orientation of Freud. 
From the beginning, Freud’s approach to psychology was con- 
sistently biological. He considered psychological processes as 
functions of the living organism, which, like all other bodily 
functions, are in the service of survival and propagation. This, in 
his time, was in stark contrast to the traditional approach of psy- 
chology, which had its origin in philosophy. Since Descartes, 
emphasis has been placed upon the fact that all our knowledge 
about the surrounding world is based on such psychological 
processes as observing, knowing, and understanding (cogito, 
ergo sum). Hence the belief that psychological phenomena can- 
not be explained from external facts and that all other sciences 
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are secondary to psychology. This epistemological emphasis gave 
psychology an extra-territorial status which was, in a sense, above 
and beyond all other sciences, and introspection was considered 
the only legitimate approach to psychic life. 

Freud’s biological orientation is best exemplified by his concept 
of the mental apparatus, the main function of which he con- 
sidered to be the preservation of the equilibrium (stability) of 
the organism by satisfying its instinctual (biological) me and 
protecting it from excessive external stimuli (45). This task it 
achieves by the perception of internal or instinctual needs, by the 
perception of existing conditions in the external environment 
upon which the satisfaction of instinctual needs depends, and, 
finally, by the confrontation of the data of internal and external 
perception with each other (“integrative function”). The ulti- 
mate function of the mental apparatus, however, is an executive 
one: the control of co-ordinated voluntary behavior, which is 
based on the integration of the data of internal and external per- 
ception by reasoning. According to Freud, all neurotic symp- 
toms can be considered as failures of these functions; they are 
substitutes in fantasy for adequate, integrated acts. Whenever the 
relief of instinctual tensions by suitable co-ordinated behavior 
fails, these tensions seek other outlets. Neurotic symptoms are 
adaptations occurring in the face of such failures of adequate dis- 
charge of instinctual tensions; they are often inadequate, auto- 
plastic substitutes for adequate, alloplastic action (44). Neurotic 
symptoms vary greatly in their effectiveness in relieving (drain- 
ing) instinctual tensions; often they can relieve tensions only 
partially, and they may create secondary conflicts, leading to 
new tensions. 

Often these chronic emotional tensions elicit chronic responses 
(dysfunctions) in the vegetative system, which have been called 
“functional” disorders, such as “nervous indigestion,” diarrhea, 
cardiac neurosis, etc. The understanding of such conditions re- 
quires the co-ordinated use of psychological and physiological 
methods (9, 31, 88). 


EARLY PSYCHOANALYTIC CONTRIBUTIONS 


It is of interest to note that the first studies of Breuer and Freud 
(21) concerned themselves with hysterical conversion symp- 
toms, i.e., with disorders in which certain isolated bodily changes 
occur in the field of the skeletomuscular and sensory systems 
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(paralyses, contractures, and sensory disturbances). Such symp- 
toms are motivated by unconscious N which can- 
not find outlet in motor behavior because of repression. Accord- 
ingly, they have a specific “meaning,” which can be interpreted 
like any psychoneurotic symptom. 

Otherwise, psychoanalytic research during the first two dec- 
ades of this century was not primarily concerned with psycho- 
somatic problems. This was the era during which the main inter- 
est of psychoanalysis was the exploration of unconscious proc- 
esses. In addition to conversion hysteria, the chief syndromes 
studied were anxiety hysteria, obsessive-compulsive neurosis, de- 
pressions, and certain sexual and behavior disorders. In so far as 
the physiological processes or disorders were studied and inter- 
preted, the pattern of thought was along the mechanism of hys- 
terical conversions. 

Among the early psychoanalysts, both Abraham and Ferenczi 
were interested in certain problems which today we would desig- 
nate as psychosomatic, and both made important contributions to 
these problems. Abraham applied his concepts concerning the 
oral and anal stages of libido development to the explanation of 
certain disorders of the gastrointestinal tract. He described with 
great precision those emotional attitudes which in normal child 
cue ya accompany the ingestion of food and the elimina- 
tion of feces (1, 2, 3, 4). 

He further pursued Freud’s view that the infant’s first attitude 
toward the contents of his bowels is a “coprophilic” one, i.e., the 
infant considers his feces at first a part of his own body and a 
valuable possession. In the course of toilet training he acquires 
the idea that he has to give up this possession in order to please 
his parents (mother), and subsequently he develops an attitude 
of disgust as a reaction formation against his earlier, repressed 
attitude toward bowel functions, Thus the excremental act be- 
comes associated with hostile sadistic (soiling) impulses, Neu- 
rotic patients under emotional stress often regress to these emo- 
tional reactions. Such regressions may be important in many 
gastrointestinal disturbances in later life. 

Ferenczi, too, was interested in many of the nonverbal (non- 
psychological) means by which emotions may be expressed 
within the organism (36, 37, 39). Many of his thoughts concern- 
ing the psychological implications of fundamental physiological 
processes, such as growth and propagation, have BRECA later 


ee 
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psychosomatic research, In particular, his discrimination between 
the erotic and the utilitarian functions of different physiological 
processes has been further pursued by the theoretical formula- 
tions of Alexander and French. 

Ferenczi also made extensive use of the concept of regression, 
the importance of which he demonstrated in all types of biologi- 
cal phenomena. In his concept of “patho-neurosis,” he empha- 
sized the fact that all injuries to the body may favor an autoerotic 
preoccupation with the affected organ (36). Although this term 
has not gained acceptance, Ferenczi’s concepts concerning the 
narcissistic regression which occurs as a result of physical trauma 
or organic disease—including problems of war neurosis—have had 
a deep influence on ee psychoanalytic thinking (38). In 
a psychoanalytic study of patients with general paresis, made in 
collaboration with Hollos, Ferenczi for the first time used the 
concept of adaptation of the personality to its organic de- 
fects (57). 

As has been emphasized before, most of the early psychoso- 
matic contributions, particularly those of Jelliffe (59-63) and 
Groddeck (53), attempted to interpret physiological dysfunc- 
tions outside the neuromuscular and sensory systems with the 
same conceptual tools as had been used successfully in respect 
to hysterical conversion symptoms, In his early writings Felix 
Deutsch (27, 28, 29) also followed the same trend and tried to 
interpret many physiological disorders as hysterical conversions 
which express a definite unconscious psychic content. 

One ae the few early authors who did not fall into the fore- 
going methodological error is Paul Schilder. His book The Image 
and Appearance of the Human Body (78) contains a wealth of 
clinical observation and hypotheses. Schilder’s concept of body 
image is closely connected with the psychoanalytic concept of 
the ego as a system of perception and perhaps also as an “entity.” 
It has an important bearing on the problem of what constitutes a 
hysterical conversion. 


Tue Psycuosomatic Era IN MEDICINE 


In the last twenty years a new phase of por Te- 
search developed which was largely initiated by the conceptual 
clarification of the difference between hysterical conversion 
symptoms and vegetative responses to psychological stimuli 
(Alexander, 8). It was recognized that the similarity between a 
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hysterical conversion symptom, such as the paralysis of a limb, 
on the one hand, and the vegetative responses to emotions, such 
as increased gastric secretion or increased blood pressure, on the 
other hand, consists merely in the fact that both conditions are 
“psychogenic,” that is to say, they are caused by a chronically 
unrelieved emotional tension. The mechanisms involved, how- 
ever, are fundamentally different, both physiologically and psy- 
chodynamically (8, 9). The hysterical conversion symptom is 
an attempt to relieve an emotional tension in a symbolic way; it 
is asymbolic (displaced) expression of a definite emotional con- 
tent. This mechanism is restricted to the voluntary neuromuscu- 
lar or perceptive systems whose functions are to express and re- 
lieve emotions. In contrast to this, a vegetative neurosis consists of 
a psychogenic dysfunction of a vegetative organ which is not 
under the control of the voluntary neuromuscular system and 
which therefore does not express any (primary) psychological 
meaning. The vegetative symptom is not a substitute expression 
of the emotion but its (normal) physiological concomitant. The 
pathologic nature of the condition consists primarily in the fact 
that, under continued emotional stimuli caused by unresolved 
conflicts, the vegetative responses become chronic. In time they 
may lead to irreversible tissue changes, resulting in clear-cut 
organic syndromes. This view introduced a new etiological con- 
cept into medicine: that organic illness may result, at least par- 
tially, from chronic neurotic conflicts. 

his distinction between two fundamentally different types of 
symptom formation (conversion and vegetative neurosis) has be- 
come generally accepted, although it is frequently stated in 
somewhat different terms. It may be noted also that, according 
to Fenichel (35), the basic difference between what we today 
call “organ-neurotic”! symptoms on the one hand, and psycho- 
neurotic symptoms, on the other, was recognized by Freud a long 
time ago. In a paper on psychogenic visual disturbances (43), 
Freud suggested the distinction between two types of psycho- 
genic symptoms, differentiating the functions of an organ as it 
serves sexuality or utility. This distinction corresponds to Freud’s 
views at that time (1910) concerning the duality of instincts (i.e., 
sexual and ego instincts). This idea was later taken up and 
elaborated by Ferenczi (36, 39). 


1. The terms “organ neurosis” and “vegetative neurosis” are used synony- 
mously. 
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The foregoing difference between two types of symptom 
formation was stated in still another way by Edward Glover, as 
follows: 

Following this approach it is possible to draw two fundamental distinc- 
tions between the psychoneuroses and all psychosomatic disorders, first, 
that the process of symptom-formation in the psychoneuroses follows a 
standardized psychic pattern, and second, that the psychoneuroses have 
psychic content and meaning. Psychosomatic disorders, on the other hand, 
although influenced by psychic reactions at some point or another in their 
progress, have in themselves no psychic content, and consequently do not 
represent stereotyped patterns of conflict. Should they develop psychic 
meaning, it may be assumed that a psychoneurotic process has been super- 
imposed on a psychosomatic foundation [48, pp. 170-71]. 


Thus both Alexander and Glover emphasize that organ- 
neurotic symptoms do not express any primary psychic meaning; 
in addition to this, Alexander connects hysterical symptoms with 
the voluntary neuromuscular and sensory perceptive systems, 
whereas Glover defines an additional difference in terms of the 
presence or absence of standardized or stereotyped patterns of 
conflict. Both these factors deserve further comment. 

Glover’s second distinction between psychoneuroses and psy- 
chosomatic disorders refers to the existence of a standardized 
pattern of conflict in the former and its absence in the latter. This 
point is of interest, since it has a bearing on the problem of speci- 
ficity of somatic symptoms. In contrast to the por pattern in 
which, for example, phobias or obsessions develop, the develop- 
ment of somatic symptoms in Glover’s opinon is not governed 
by similar specific psychological patterns; he relates the nature of 
the choice of these symptoms to a number of determinants, such 
as constitutional factors, the depth of regression, the nature of the 
distribution of libido, etc. 

Concerning the restriction of hysterical conversion symptoms 
to certain structures—defined on an anatomical and physiological 
basis—Szasz called attention to the fact that this rule applies only 
to motor (or discharge) symptoms. Thus, for example, in the 
case of hysterical pain the symptom does not depend upon any 
special type of peripheral innervation, such as the cerebrospinal 
conduction system. The mechanism in such a case does not rest 
on primarily physiological foundations but rather on the patient’s 
own body image. That is to say, such a symptom may occur or, 
more precisely, may be referred to any part of the body which 
has a psychic representation. We may further note in this con- 
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nection that when we think of “psychosomatic responses” we 
have in mind, asa rule, only motor or discharge phenomena. This 
follows inevitably from the fact that perception is, in the last 
analysis, a function of the ego or of the total psychological inte- 
gration of the person at any particular time. Discussion of this 
interesting and important problem of perception in general and 
pain in particular, however, would lead us too far afield, and we 
cannot, therefore, pursue it any further at this time other than to 
state that here lies what appears to us a relatively unexplored 
area of psychosomatic research. 

Gradually more and more systematic studies of emotional fac- 
tors of different organic diseases were undertaken in different 
research centers. The fundamental theoretical concept underlying 
the psychosomatic studies conducted at the Chicago Institute for 
Psychoanalysis (10) was that emotional states do not express 
themselves in external behavior only but that the internal physio- 
logical processes also respond to every emotional state in an 
adaptive manner. This concept leaned heavily on Cannon’s ex- 
perimental studies of the physiological changes which regularly 
follow certain emotional states, such as anger and fear (22). 
These investigations, however, went further than studying the 
internal physiological responses to such basic emotional states as 
rage ae fear. On the basis of their clinical studies, Alexander 
and his co-workers came to the conclusion that specific emotional 
states elicit specific physiological responses. They postulated, for 
example, that oral-incorporating cravings have a specific effect 
upon gastric secretion and motility; that rage, depending on its 
different psychological representations, may influence either the 
neuromuscular, the gastrointestinal, or the vascular system. In 
these studies the psychological processes observed were not 
brought into connection with the entire disease picture but rather 
with a specific physiological process, such as gastric secretion, 
vascular contraction, or muscular tension. 

At the same time, Dunbar (30, 31, 32) and her collaborators 
paid more attention to the overt personality features which are 
commonly found in patients with certain organic disturbances. 
Stimulating though these studies were, they did not reveal any 
specific causal connection between psychological and organic 
processes. It is probable that what Dunbar observed were fre- 
quent and typical defense reactions against some basic conflicts 
which were present in certain organic diseases. In other words, 
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Dunbar observed rather distant end-results of the various psycho- 
logical mechanisms which are more directly connected with dis- 
turbed organic functions. 

At the present stage of development one of the central prob- 
lems in psychosomatic medicine 1s that of the specific nature of 
the emotional stimuli involved in different organic disorders. 


THE PROBLEM OF SPECIFICITY 


There are three main schools of thought concerning this prob- 
lem. According to the first view, mentioned above, the psycho- 
logical factors which influence or disturb the functions of the 
vegetative organs are as specific as those which have been estab- 
lished in cases of conversion hysteria. They have an ideational 
content, a symbolic meaning, which can be interpreted in psy- 
chological terms: the affected visceral organ expresses the uncon- 
scious content, just as a hysterical conversion symptom is a sym- 
bolic expression of repressed psychological content. In sycho- 
aba this view is the oldest one and at present is largely aban- 

loned. 

The second school of thought expresses a view which tends 
in the opposite direction. According to it, the nature of the active 
emotional factors may not determine the nature of the vegetative 
disturbance. Many different psychological stimuli may call forth 
the same vegetative responses. The nature of the vegetative dis- 
turbance depends largely on constitutional factors or on a pre- 
viously acquired vulnerability of the affected organ. This view 
takes over only one component of the Freudian concept of hys- 
terical conversion, namely, that of “bodily compliance.” Under 
the influence of emotions, organic disturbances may develop 
according to the existing vulnerable spots within the organism. 
The person with a susceptible gastrointestinal system will react to 
emotional conflicts with stomach or bowel disorders. The person 
whose Achilles’ heel is in the circulatory system will respond to 
emotional disturbances with cardiac or vascular symptoms. ‘The 
vulnerability of the involved organ may be due to heredity, 
previous organic disease, or some other factors. 

_ The third view which has been the working hypothesis of the 
investigative work at the Chicago Institute for Psychoanalysis 
takes an intermediary position between these two approaches. 
It does not discount the concept of the vulnerability of the af- 
fected organs, but it adds another factor, based primarily on 
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Cannon’s original formulations (22, 23). According to this view, 
to every emotional state there corresponds a characteristic physi- 
ological response which in itself is not pathologic but is an inte- 
gral part of the emotional state. Stimulation of the sympatho- 
adrenal system, resulting in increased carbohydrate metabolism, 
faster heart action, and elevation of blood pressure, together with 
a relative inhibition of digestive functions, are all constituent 
parts of the state of rage. The physiological concomitants of 
anxiety are similar to, although probably not identical with, those 
of rage. Both states are common in emergency situations. Relaxa- 
tion and emotional withdrawal from external affairs go with a 
physiological state which is the opposite of that found in emer- 
gency situations. The physiological concomitants of a relaxed 
state are characterized by increased anabolic and storing proc- 
esses. The gastrointestinal functions are stimulated, while the 
functions of the skeletal muscles and of the circulatory and 
respiratory systems are inhibited. These changes—both in emer- 
gency and in the relaxed state—are adaptive reactions of the vege- 
tative organs to the total situation in which the organism finds 
itself. They fulfil a physiological function. This theory gives full 
recognition to the local vulnerability of the affected organs but 
at the same time postulates a certain specific correlation between 
the emotional state and its physiological concomitants or se- 
quelae: the nature of the emotional state determines the type of 
physiological response. The coexistence of both factors (the so- 
matic local vulnerability of the affected organ and the specific 
emotional constellation) is responsible for the organic dis- 
turbance. 

As has been mentioned before, Dunbar’s point of view differs 
from the foregoing, inasmuch as it postulates certain overt per- 
sonality features characteristic of different diseases, These fea- 
tures pe in overt behavior and can be described by personal- 
ity profile studies, as proposed by Dunbar. 

Alexander (9) emphasized that the specific correlation is not 
between overt personality features and vegetative response but 
between the latter and certain, mostly unconscious, emotional 
constellations which may be present in very different types of 
personalities and which may appear and disappear ee life 
of the same person. Accordingly, the specific relationship be- 
tween disease and psychological ane is much less static than is 
postulated by Dunbar’s concept. 
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PsycHosoMatic MECHANISMS 


In the present stage of psychosomatic medicine, there is a cer- 
tain number of theoretical conceptions of a general nature which 
are utilized rather widely by workers currentl active in this 
field. These conceptions rest on many well-esta lished observa- 
tions concerning psychophysiologic interrelations; they show the 
influence particularly of the views of Darwin, Cannon, and 
Freud. 

VOLUNTARY BEHAVIOR 


Psychologically, voluntary behavior can be described in terms 
of motives and goals. The physiological functions which are 
suited to achieve certain goals can thus be understood in terms 
of their utility, much as in the case of certain functions of a 
machine. These physiological functions are mediated by the vol- 
untary nervous system, their end-organs being the striated mus- 
culature. From a nosological viewpoint, disturbances in these 
functions may give rise to hysterical conversion symptoms. (In a 
wider sense, there are many other types of failures in co-ordi- 
nated voluntary behavior, comprising essentially all disturbances 
in interpersonal relations. The mechanisms here described are not 
presented and cannot be used as a basis for a rigid classification of 
psychiatric syndromes.) 


EXPRESSIVE INNERVATIONS 


Expressive innervations are s ecific physiological rocesses, 
such as weeping, laughing, blushing, sighing, etc., which take 
place under the influence of specific emotional tensions (Darwin, 
26). The physiological systems involved in these patterns of be- 
havior include both the voluntary (cerebrospinal) and the auto- 
nomic nervous systems; moreover, in expressive innervations 
skeletal muscles may become activated through extra-pyramidal 
pathways, in contrast to the pyramidal conduction system which 
activates voluntary movements. Psychologically, expressive in- 
nervations cannot be understood in terms of utilitarian goals; 
they are discharge phenomena, and their only goal or “utility” is 
to secure relief from emotional tension. Thus weeping, for 
example, helps to discharge the painful er associated with 
grief. Disturbances of these functions are usually classified with 
hysterical conversion symptoms (e.g., hysterical laughter or 
weeping). However, it would be more nearly correct to regard 
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such disturbances as bridging the gap between hysterical con- 
versions and vegetative neuroses, since they combine features of 
both. In blushing or hysterical weeping, for example, the symp- 
tom may indeed be regarded as a hysterical conversion, since it 
expresses a specific unconscious ec meaning in a 
bodily change; however, since the physiological pathways acti- 
vated in this process include certain functions of the autonomic 
nervous system, a characteristic feature of a vegetative neurosis 
is also present. 


PSYCHOSEXUAL PHENOMENA 


Psychosexual phenomena are essentially similar to Ber 
innervations. Indeed, it is, par excellence, by means of sexual 
activity that the organism can rid itself of emotional tensions. 
Only in certain mature manifestations of sexuality is the aim of 
race preservation served also. The pregenital forms of sexuality 
discharge instinctual tensions which cannot be described in terms 
of utility, from the point of view either of self-preservation or 
of race preservation. The physiological mechanisms in sexual 
phenomena consist in complicated and not yet fully understood 
combinations of voluntary innervations, together with autonomic 
and hormonal changes (e.g., copulation, erection, ejaculation, 
orgasm, periodic changes in sexual receptivity, etc.) (15, 40). 
Because of this complex participation of cerebrospinal, auto- 
nomic, and endocrine responses, the disturbances of sexual func- 
tions cannot be rigidly classified as hysterical conversions or 
vegetative neuroses; different sexual disturbances may include 
features of both mechanisms, in varying proportions (e.g., frigid- 
ity and amenorrhea). The psychological aspects of these phe- 
nomena have been well explored by psychoanalytic studies of the 
last fifty years. Their physiology is still largely unknown. 


VEGETATIVE RESPONSES 


Vegetative responses consist of visceral reactions to emotional 
stimuli. Most of the current psychosomatic studies are concerned 
with these mechanisms. 

1. Adaptive responses, the “vegetative retreat,” and “regressive 
innervations.”—As was postulated by Cannon (23), the main 
function of the sympathetic division of the autonomic nervous 
system is the regulation of internal vegetative functions in rela- 
tion to external activities, particularly in emergency situations. 
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Thus adaptive responses in emergency situations consist of the 
stimulation of those functions which are needed for fight or 
flight; this is accomplished by the activation of the sympatho- 
adrenal system. 

In the relaxed state, on the other hand, there is normally a 
withdrawal of interest from the environment, and the vegetative 
responses corresponding to this state are under the dominant in- 
fluence of the parasympathetic branch of the autonomic nervous 
system; this results in stimulation of the digestive and storing 
(anabolic) functions and in a relative diminution in catabolic 
functions. While these responses are appropriate in the relaxed 
state, some patients react to effort, anxiety, and certain conflict 
situations with emotional withdrawal, and the corresponding 
vegetative responses ensue. In such cases these responses are para- 
doxical and can be interpreted as regressive solutions of the ne- 
cessity to meet the emergency situation with adequate externally 
directed responses. This type of autoplastic response was desig- 
nated by Alexander (9) as the “vegetative retreat.” 

Following upon this general schema, Szasz (87) found it possi- 
ble to interpret certain autonomic dysfunctions more specifically 
as regressions to earlier, infantile modes of autonomic function- 
ing. He also emphasized that, instead of speaking of a preponder- 
ance of one or the other branch of the autonomic nervous system 
or of an “autonomic imbalance” in psychosomatic disorders, 
what characterizes many of these syndromes is a localized para- 
sympathetic (cholinergic) hyperfunction (e.g., peptic ulcer, di- 
arrhea, asthma, neurodermatitis, etc.); these autonomic dysfunc- 
tions represent regressions in specific physiological activities. For 
campie, the vagal hyperactivity of the patient with peptic ulcer 
was shown to be similar to the vagal preponderance which exists 
during the first two years of life, at a time when the sympathetic 
supply to the gastrointestinal tract is not yet fully developed 
(87). Similarly, some cases of diarrhea could be shown to be re- 
lated to a reactivation of the gastrocolic reflex mechanism which 
is most active during infancy (85). On the basis of such examples, 
together with certain theoretical considerations, it was suggested 
that such patterns of autonomic response (localized parasympa- 
thetic hyperfunctions) be designated as “regressive innervations”; 
in contrast to this type of response, certain chronic sympathetic 
excitations of organs or organ-systems were designated as “con- 
comitant innervations.” 
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2. Life-situations, emotions, and physiology.—Harold G. 
Wolff, Stewart Wolf, and their associates studied a large number 
of physiological reactions under experimentally induced emotion- 
al states. Their study of the subject with gastric fistula, “Tom,” 
now belongs among the medical classics (91). Their method in 
this case consisted of making careful observations of gastric ac- 
tivity, together with certain physiological measurements, under 
varying life-situations and in response to experimentally induced 
emotional conditions. They made similar studies on the eye (74), 
on the mucous membranes of the colon (50), bronchi (81, 82), 
nose (58), and on patients with essential hypertension (90) and 
diabetes mellitus (55, 56). Wolff interprets many of these reac- 
tions as serving the purpose of warding off or keeping out nox- 
ious stimuli. Illustrativ& of such an interpretation is the following: 

Conspicuous among defensive protective reactions are those involving 
the nose and airways. It has been observed that in reaction to assaults and 
threats, certain individuals occlude their air passages and limit the venti- 
latory exchange by vasodilatation, turgescence, hypersecretion and con- 
traction of smooth and skeletal muscle. The changes, especially in the 
upper respiratory airways, give rise to a variety of symptoms, notably 
pain and obstruction, the latter often leading to secondary infection, and 
the prolongation of morbid processes. Also the individual exhibits a be- 
havior pattern and attitude of a non-participation in interpersonal rela- 
tions [94, p. 1075]. 

Wolff’s interpretation (92, 94) is essentially an extension of 
Cannon’s basic philosophy concerning the mechanisms of “fight 
or flight” to a great many physiological reactions not considered 
or accounted for by Cannon. Yet Wolff’s hypothesis contributes 
little toward the solution of the problem of specificity of symp- 
toms, as it holds no clue to the question of why one particular 
organ-system should be affected in a particular case rather than in 
another. Moreover, although Wolff sometimes refers to the in- 
fantile prototypes of such reactions, he does not utilize the psy- 
choanalytic concept of “regression.” It is therefore implied that 
the reactions mentioned are considered defensive in a temporally 
current sense (that is, they are considered currently useful). It is 
readily seen that the psychoanalytic interpretation of such symp- 
toms is similar, but with the difference that such symptoms are 
viewed as regressions to earlier developmental patterns of reac- 
tion (defense), which are reactivated as a result of some current 
conflict. The chief value of the work of Wolf and Wolff lies in 
their numerous and accurate observations concerning a wide va- 
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riety of psychosomatic reactions. They do not differentiate, how- 
ever, between conscious and unconscious psychological processes 
and make no reference to the psychoanalytically well-established 
pisces of regression, a conception without which the “de- 

ensive” nature of many physiological dysfunctions cannot be 
explained. 

3. Endocrinological responses in chronic stress.—Physiological 
adaptations to stress occur in every part of the body. In addition 
to psychological adaptations, the most extensively studied and 
best-understood physiological changes which occur in response 
to stress are those mediated by the voluntary and autonomic 
nervous systems. That the endocrine system participates in the 
body’s defenses in such situations has been known for some time, 
but it was only recently that a comprehensive theory concerning 
these endocrine reactions has been put forward. Hans Selye (79, 
80) co-ordinated a vast number of observations under the name 
of the “general adaptation syndrome”; this term designates a 
complex chain of events, initiated by a variety of stressful situ- 
ations (“stressors”) and mediated by hormonal mechanisms. Ac- 
cording to this theory, the first hormonal response to stress is the 
“alarm reaction.” In the case of prolonged stress, chronic hor- 
monal defensive reactions ensue (“the stage of resistance”); and it 
is these chronic and excessive hormonal changes, mediated prima- 
tily by the anterior pituitary and adrenal cortex, which lead to 
various pathologic changes in end-organs, designated as “diseases 
of adaptation” (e.g., arthritis, periarteritis nodosa, etc.). Under- 
standing of the precise influence of psychological factors upon 
the endocrine system is still largely unexplored territory. — 

4. Dissociation of physiologically co-ordinated functions.— 
Sydney G. Margolin (68) and his associates recently reported 
that, in a patient under psychoanalytic observation, under certain 
circumstances various gastric functions may become dissociated; 
for example, there may occur changes in gastric motility and the 
secretion of hydrochloric acid and pepsin which do not run par- 
allel to each other but vary in an independent and apparently 
random manner. Hitherto, most psychosomatic studies were con- _ 
cerned with hyperfunction or hypofunction. These observations 
point to dissociation of an organ’s functions as another possible 
disease-producing mechanism. Szasz (83, 84) has raised a similar 

uestion in connection with the normally associated functions of 
the salivary and gastric glands. He noted that hypersalivation 
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occurs frequently in pregnant women, whereas the incidence of 
duodenal ulcers in such cases is extremely low. The question was 
raised whether the secretory activities of the salivary and gastric 
glands might become dissociated under such circumstances. The 
significance of these observations remains to be evaluated and 
depends on further studies of the phenomenon of dissociation of 
the functions of single organs or organ-systems. 


PSYCHOLOGICAL FACTORS IN VEGETATIVE AND 
PsycHosExuAL DISORDERS 


During the last twenty years a great many psychosomatic 
studies concerned themselves with the detection of the role of 
specific emotional factors in different organic diseases. The es- 
sential features of the conceptual framework of these studies 
were described briefly in the previous section (‘Psychosomatic 
Mechanisms”). It may be added now that each of the syndromes 
to be described will fall into one of two categories, depending on 
whether psychological factors lead to the physiological disturb- 
ance or vice versa. Examples of the first type of psychophysio- 
logic interrelationship are found in cases of duodenal ulcer or 
asthma, and of the second type (i.e., physiological factors leading 
to psychological changes) in cases of diabetes mellitus and in the 
psychological changes accompanying the menstrual cycle in 
women. 

In this chapter we cannot deal with the detailed result of the 
numerous ie ani studies reported in the literature. Only 
the most salient features of the best-established observations 
ey based on psychoanalytic studies) will be summarized. 

hese studies consist primarily of the description of typical 
psychodynamic constellations which are fod: consistently in 
different organic diseases. Although these findings are largely 
empirical, in the conditions most extensively investigated the psy- 
chophysiological correlations are consistent with well-established 
physiological data. Thus, for example, the stimulation of gastric 
secretion by sustained and unrelieved receptive urges makes 
sense, so to me physiologically, since feeding activates gastric 
secretion and, at the same time, robably represents the earliest 
gratification of receptive urges. Similarly, the presence of chron- 
ic unrelieved aggressive impulses in hypertension is consistent 
with certain aspects of the physiology of rage; that is, elevation 
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of the blood pressure is an integral part, on the physiological 
level, of the affect of rage. 

On the other hand, the exact etiological significance, in specific 
individual syndromes, of many of the psychodynamic conflicts 
which will be described here is still far kom being established. It 
is thus possible that some of the psychodynamic configurations 
which are now correlated with physiological changes may them- 
selves represent derivatives of more basic conflicts. Further care- 
ful psychoanalytic studies of patients suffering from these dis- 
eases may thus necessitate modifications in current hypotheses. 

Finally, it should be noted that the role of quantitative (psy- 
chic-economic) factors in the development of the various syn- 
dromes is not taken into account by formulations stressing psy- 
chodynamic factors only. This is a shortcoming of practically all 
current psychosomatic studies and is probably due, at least in 
part, to the methodological difficulties encountered in dealing 
with quantitative factors. There is, of course, no way of “measur- 
ing” dr intensity of the various impulses which participate in a 
conflict. However, careful psychoanalytic observation makes it 
possible for the analyst to estimate the relative strength of various 
instinctual forces and of the defenses against them. Economic 
considerations appear indispensable for a complete understand- 
ing of physiological dysfunctions. The role of quantitative fac- 
tors may also help in elucidating the connection between some 
so-called “psychosomatic” diseases and psychosis (13, 47). Cases 
have been reported in which the remission of psychotic symp- 
toms is followed by the development of psychosomatic symp- 
toms and vice versa. This relationship has been observed between 
ulcerative colitis and paranoid schizophrenia and between asthma 
and paranoid schizophrenia. 


GASTROINTESTINAL DISTURBANCES 


There are few vegetative functions which play such an mp 
tant role in the emotional life as does the ingestion of food. From 
early life on, eating is associated with the Feling of security, of 
receiving love and care, and also with greed, possessiveness, and 
envy. The neurotic conflicts centering around these basic emo- 
tions may variously contribute to disturbances of the appetite 
(bulimia and anorexia) and of swallowing (nervous vomiting 
and cardiospasm) and also to dysfunctions of the digestive sys- 
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tem (duodenal ulcer, constipation, diarrhea). What seems to be 
best established is that the accentuation and inhibition of the wish 
to receive love and protection, being deeply associated with feed- 
ing, may activate or inhibit almost any phase in the incorporation 
and digestion of food. Those functions which are under the con- 
trol of autonomic innervations are activated or inhibited by emo- 
tional stimuli on the principle of the conditioned reflex. This is 
best demonstrated by the influence of the receptive cravings 
upon gastric secretion, which involves the following sequence of 
events: the wish to receive, to be taken care of, is associated on 
the psychological level with the wish to be fed and, physiologi- 
cally, with increased gastric secretion (5, 11). 

As was emphasized above, the recognition of these psychologi- 
cal components of illness does not constitute the full etiological 
theory of gastrointestinal disturbances. Similar emotional con- 
flicts involving dependent receptive urges are found in individu- 
als who do not suffer from any disorder of gastrointestinal func- 
tions. Still unknown coexisting local physiological or anatomical 
factors must be assumed to explain pathological developments as 
a result of this type of emotional conflict situation. In addition, 
a en factors may also play a role in 

etermining the precise results of such conflict situations. 

The excremental functions are also connected with distinct 
emotional attitudes from early life onward. These have been well 
described by the early psychoanalytic authors, particularly by 
Freud, Abraham, and Jones. Possessiveness, the sense of duty and 
obligation, the desire to give, the hostile impulses in the form of 
soiling, and Tar infantile sexual theories about pregnancy and 
birth (child = feces) have all been well established in fifty years 
of psychoanalytic studies. All these emotional attitudes influence 
the functions of the gastrointestinal tract and may contribute to 
their dysfunctions (different forms of diarrhea and constipation). 

While the influence of this type of emotional attitude upon 
the excremental act itself, which is under voluntary control, does 
not raise particularly difficult theoretical questions, their influ- 
ence upon era is more obscure. Recently, Szasz (85, 86) 
suggested the possibility that disturbances of peristalsis of the 
colon and rectum may result from variations in oral tendencies, 
through the mediation of the gastrocolic reflex. This theory rests 
upon what is considered as the basic rhythm of gastrointestinal 
activity, viz., the sequence of events in the nursing infant—hun- 
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ger, feeding, defecation, and sleep, Activation of the upper por- 
tions of the gastrointestinal tract, y paras pathetic stimulation, 
is generally accompanied by inhibition of the colon and rectum, 
whereas a decrease in vagal tonus is accompanied by increased 
activation of the lower bowel. According to this theory, acti- 
vation of oral cravings is thought to be paralleled by an increase 
in vagal activity, and this leads to a relative inhibition of colonic 
and rectal function and thus to constipation. It is postulated that 
satisfaction of the oral-intaking needs (either in reality or sym- 
bolically) or, more commonly, their inhibition b puit on ac- 
count of the sadistic nature of the impulses is paralleled by a de- 
creased vagal activity; thus, through the chain of events indi- 
cated, there is increased stimulation of the sacral parasympathet- 
ics supplying the colon and rectum, and diarrhea ensues. The 
foregoing mechanisms may account for the effects of oral tend- 
encies on lower gastrointestinal functions. While the role of such 
“oral mechanisms” appears to be considerable in many cases of 
constipation and diarrhea, it is likely that so-called “anal mecha- 
nisms” may also affect the functions of the colon and rectum. In 
other words, anal-erotic impulses may activate reflex mechanisms 
originating from the ano-rectal region (95). 


BRONCHIAL ASTHMA 


According to French, Alexander, et al. (41), the inhibition of 
the urge to cry seems to be the nuclear emotional factor in these 
cases. The function of crying in the infant is to call for maternal 
help and attention. Later the same effect is achieved by more 
complex physiological functions (speech), which, like crying, 
involve the expiratory phase of respiration. The inhibition to 
confess has been established by these studies as a superimposed 
factor upon the inhibition to cry. The fear of pong, separated 
from mother or the maternal figure brings about the urge to 
regain maternal love through confession of forbidden thoughts 
and impulses. If this urge is inhibited, the patient who has an 
allergic sensitivity may respond with a typical disturbance of the 
respiratory function known as “asthma.” 

As in the field of gastrointestinal disorders, here, too, the psy- 
chological factors appear usually in combination with specific 
somatic factors (allergic sensitivity). The coexistence of both 
factors explains why in many cases the symptoms may disappear 
by bringing about certain changes in either one of these two 
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types of factors—the psychological or the allergic. In most cases, 
only the combination ofboth types of factors produces the illness. 


RHEUMATOID ARTHRITIS 


In this condition, as in essential hypertension, the central dy- 
namic factor is thought to be the inhibition of hostile impulses. 
In these cases, however, a frequent finding is also an early pro- 
pensity toward the muscular expressions of aggressive impulses. 
At the same time, there is a consistent history in early childhood 
of parental restriction of locomotory freedom. Often as a rebel- 
lion against this, there is, in arthritic women, a history of tom- 
boyishness in pre-puberty, with great stress on physical exercise, 
indicating the presence of intensive muscle eroticism (Johnson, 
Shapiro, and Alexander, 64). In these studies correlations were 
attempted only between psychological factors and their possible 
relationship to chronic muscular tension. How chronic muscular 
tension may participate in the pathogenesis of the disease entity 
known as “rheumatoid arthritis” is not clear and requires further 
study (49). 

ESSENTIAL HYPERTENSION 

Among the great variety of cardiovascular disturbances, the 
most extensive studies have been made on essential hypertension. 
A continuous struggle against hostile impulses is the central issue 
described by most authors who have studied this condition 
(Binger et al., 20; Alexander, 6, 7; Saul, 76). The inhibition of 
aggressive self-assertive impulses is frequently due to a conflict 
expressed by the overcompensation of an underlying repressed 
excessive dependence: for example, the fear of losing the affec- 
tion of others through hostile behavior. Characteristic findings are 
temper tantrums in early childhood and the frequently sudden 
change, mostly during puberty, from openly aggressive behavior 
to excessive control. 


SYNCOPE 


As emphasized by Engel (33), the term “syncope,” or faint- 
ing, denotes only a symptom which may be due to a variety of 
causes. He also suggested that the underlying pathological proc- 
esses which lead to syncope may be most conveniently classified 
according to three basic mechanisms: “1. Altered cerebral metab- 
olism due to circulatory disturbances; 2. Altered cerebral metab- 
olism due to metabolic factors; 3. Psychological mechanisms not 
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involving any known disturbance in cerebral metabolism or eircu- 
lation” (33, p- 5)- 

The two most common types of fainting in young adults are 
vasodepressor and hysterical. The physiological mechanism un- 
derlying vasodepressor syncope is that of a sudden fall in blood 
pressure; although the fainting reaction may be initiated in any 
position, extreme hypotension and unconsciousness are much 
more likely to occur in the erect than in the recumbent position, 
because of the hydrostatic effect of gravity. Psychologically, 
fainting of this type tends to occur in situations of fear and 
danger, particularly when the overt expression of fear must be 
suppressed. Both the physiological and the psychodynamic as- 
pects of this syndrome were studied and described with great 
care by Engel and Romano (33, 34, 75). Vasodepressor syncope 
is thus a typical example of a vegetative neurosis. In hysterical 
fainting, on the other hand, there are no physiological disturb- 
ances of the cardiovascular system, and the symptom represents 
the substitutive or symbolic expression of a repressed instinctual 
impulse. 

MIGRAINE 

The physiological mechanisms involved in migraine have been 
studied by many workers, and there is general agreement con- 
cerning the role of vasomotor disturbances of the cranial arteries 
(93). There is disagreement, however, as to whether vasocon- 
striction is the primary disturbance and vasodilatation is a com- 
pensatory reaction or whether vasodilatation has an independent 
origin. There is also extensive literature concerning the emotional 
factors which may induce or contribute to these local changes in 
cranial blood flow. Most authors have noted the significance of 
repressed destructive impulses (Fromm-Reichmann, 46; Wol- 
berg, 89; Wolff, 93). As has been stated above, the same emo- 
tional factors appear as the outstanding psychological feature in 
essential hypertension and in arthritis. Whether specific psycho- 
logical (dynamic and economic) factors are responsible for the 
fact that one patient develops hypertension, another arthritis, 
and a third migraine headache is still an open question. The 
hypothesis that the nature of the hostile impulses is important in 
determining the resulting physiological disturbance still needs 
further validation. According to Nandir (9), fully consum- 
mated aggressive behavior has three phases: (1) The conceptual 
phase: the preparation of the attack in fantasy, its planning and 
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mental visualization. (2) The vegetative preparation of the body 
for concentrated activity. This consists in changes in metabolism 
and circulation. (3) The neuromuscular phase: the consumma- 
tion of the aggressive act itself through co-ordinated muscular 
activity. The nature of the physical symptoms may depend upon 
the phase which is accentuated or in which the complete psycho- 
somatic process of hostile attack becomes arrested or inhibited. If 
the process is arrested after the first phase, migraine headache may 
develop. If it progresses to the vegetative stage, hypertension 
may result. And if the hostile behavior is inhibited only in its 
last phase, namely, the actual hostile attack, arthritic symptoms 
will be favored. The somatic compliance resulting from vulner- 
ability of the involved system must also be considered as a 
determining factor. 


HYPERTHYROIDISM 


The significance of emotional factors in thyrotoxicosis has 
long been known through numerous clinical observations. On 
the basis of the studies of a number of investigators (Lidz and 
Whitehorn, 66, 67; Conrad, 24; Mittelmann, 73; Ham et al., 54), 
the following features appear characteristic of this syndrome. 
In some cases hyperthyroidism develops suddenly following ex- 
posure to a traumatic situation; this syndrome was accordingly 
designated as “shock-Basedow.” Usually, however, the disease 
develops less precipitately, and one often finds a lifelong urge 
toward accelerated maturation; this is thought to be a more or 
less specific defense against anxiety on the part of these patients 
(Ham et al., 55). It was accordingly suggested that this con- 
tinuous urge for self-sufficiency, so dominant in these patients 
from early childhood onward, may constitute a chronic stimulus 
for thyroid function, finally leading to hyperthyroidism. The 
fact that the primary Di function of the thyroid gland 
is closely related to growth and metabolic rate is consistent with 
this hypothesis. The physiological details of the mechanism—of 
how such continual stress may stimulate thyroid hyperfunction 
—remain to be explained. 


DIABETES MELLITUS 


Interesting psychoanalytic studies of patients with diabetes 
have been reported by Daniels (25) and Meyer et al. (70). It is 
difficult to ascertain the etiological significance of the psycho- 
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logical observations described in these cases. One of the chief 
difficulties in elucidating the psychosomatic aspects of this syn- 
drome is the fact that the physiological mechanisms responsible 
for the development of diabetes are not fully understood. Pres- 
ent studies (Benedek, Mirsky et al., 18) indicate that in this dis- 
ease the typical psychological phenomenon—which appears as 
an insatiable oral need, similar to that seen in bulimia—may be an 
adaptation on the part of the organism to a probably hereditary 
metabolic insufficiency. Much of the psychological material ob- 
served in these cases can thus be interpreted as various defenses 
of the ego against the perception and demands of this excessive 
oral need. 
FATIGUE STATES 


Certain recurrent or chronic fatigue states connected with dis- 
turbances of the carbohydrate-regulating mechanisms offer in 
many respects an opposite picture from that found in arthritis, 
hypertension, and migraine. This ei consists in emotional 
withdrawal from activity and rebellion against the necessity for 
continued effort, particularly against routine work undertaken 
without zest. According to McCulloch, Carlson, Alexander, and 
Portis (69, 12), continued zest and interest, much like rage, have 
a stimulating effect upon carbohydrate metabolism. If the orga- 
nism has to perform effort-requiring een over a 
prolonged period of time without interest in the performance, it 
appears that the promptness of the carbohydrate regulation nec- 
essary for effort suffers. This may explain why extreme fatigue 
attacks frequently develop in persons who have to engage in 
such effort-requiring activities under external or internal com- 
pulsion without having interest in their task. Attacks of fatigue 
are particularly likely to occur when the patient has given up 
hope of achieving some cherished aim. 


SKIN DISEASES 


Although the influence of emotional factors on diseases of the 
skin has been known, in one way or another, ever since biblical 
times (Job), precise data concerning psycho hysiological inter- 
relations in this organ-system are still relatively meager. The 
most extensively studied conditions are neurodermatitis, eczema, 
and urticaria. On the basis of psychoanalytic observations in pa- 
tients with neurodermatitis, Miller (71, 72) emphasized the im- 
portance of sado-masochistie and exhibitionistic trends. Scratch- 
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ing, which is of paramount importance in most skin disorders, 
once they have developed—and may even be of some etiological 
importance in neurodermatitis—often expresses specific psycho- 
logical conflicts; the role of both hostile and erotic (masturba- 
tory) impulses in this activity is well established (14). In urticaria 
a specific correlation of the symptom with inhibited weeping has 
been described by Saul and Bernstein (77). Kepecs et al. (65) 
have recently described some experimental studies concerning 
the relationship between weeping and exudation into the skin. 
They found that weeping is accompanied by increased fluid se- 
cretion into the skin (using an experimentally produced blister), 
whereas inhibition of weeping results, first, in a drop in exuda- 
tion rate, followed by a rise if the inhibition is sustained. 

Itching and scratching, leading to skin changes as a result of 
chronic traumata to the skin, are closely related to erotization of 
different parts of the body (such as the anus); in such cases, 
scratching often provides a conscious erotic pleasure and is 
clearly a masturbatory equivalent. 


DISTURBANCES OF SEXUAL FUNCTIONS 


The existence of an intimate interrelation between emotions 
and sexual functions is a matter of common knowledge. Indeed, 
what we now consider a relatively new approach to medicine, 
namely, the psychosomatic approach, had al ready characterized 
the earliest psychoanalytic studies concerned with the problem 
of sexuality. In his essay Three Contributions to the Theory of 
Sex (42), Freud described certain behavioral manifestations of 
infants and children which he considered the developmental pre- 
cursors of adult sexual activities, Indeed, a precise description of 
the “psychosexual development” of human beings was one of the 
first discoveries of ps choanalysis.? The course of the psycho- 
sexual development of the individual forms the core of the devel- 
opment of the entire personality (17). 

For a proper understanding of disturbances of the sexual func- 
tions, precise knowledge of the normal functions of these organ- 
systems—as in the case of all other organ-systems-is essential. We 
shall not undertake a detailed presentation of this information 
here but will merely indicate briefly the interrelations between 

2. It is of interest to note that the term “psychosexual” attempted to bridge 


the gap between the psychological and the somatic aspects of behavior, to which 
later the much-criticized term “psychosomatic” was applied. 
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certain endocrine functions and sexual behavior. In the male the 
full development of mature sexual function is dependent on the 
normal development of testicular function, which takes place 
during puberty under the influence of pituitary stimulation. The 
secondary sex characteristics of the male develop in response to 
androgenic stimulation. Similarly, in the female the dlereloriient 
of mature sexual function depends on the activation of the ova- 
ries by the pituitary; but, whereas in the male the testes produce 
but a single type of hormone, in the female there is a cyclical 
production of two different he of hormones—estrogens and 
progesterone, the hormones which control menstruation.’ 

Some disturbance of sexual function occurs in every neurosis 
and psychosis. A classification of such dysfunctions is, however, 
extremely difficult, The various terms in common usage designat- 
ing sexual disturbances do not refer to syndromes or disease ' 
entities but are rather descriptions of symptoms. 

The term “impotence” actually refers to a number of symp- 
toms which are all characterized by some disturbance in perform- 
ing the act of intercourse with orgasm. It may include such 
varied manifestations as lack of interest in the sexual act, inability 
to have or maintain an erection, premature or retarded ejacu- 
lation, or intercourse and ejaculation without orgasm, etc. From 
the psychological point of view, the most important conflict in 
all these symptoms is usually related to castration anxiety, that is 
to say, to unconscious fears connected with injury to the penis; 
on an even deeper unconscious level this may be equated in some 
cases with fears of complete annihilation and death. In addition 
to this basic factor—which may be regarded as a common de- 
nominator among all symptoms of sexual dysfunction—a number 
of other psychological factors may be of varying importance. 
Foremost among these is the nature of the pregenital organization 
of the libido in the particular person; in other words, the relative 
importance of oral, anal, urethral, skin, and other bodily areas in 
the childhood sexual history of the individual. In connection with 
this we may also mention the importance of infantile sexual 
theories, which often have the profoundest influence on the later 
development and manifestations of the sexual drive. 

Parallel with the foregoing psychological phenomena, there 
occur physiological changes in the genitals which lead to the 


3. For a more detailed consideration of this subject, as well as of the various 
psychosexual dysfunctions, see Benedek (16). 
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actual somatic manifestations of the disorder. The precise phys- 
iological changes responsible for many of these symptoms are 
still poorly understood, as, indeed, are the exact hormonal and 
neurophysiological control of erection and ejaculation (40). 
There is an intimate connection between anal, urethral, and 
genital functions (39). 

The psychosexual dysfunctions of women may be divided 
into two large groups: (1) disturbances connected with the act 
of intercourse and (2) disturbances connected with the process 
of menstruation and childbearing. Frigidity is probably the com- 
monest dysfunction. The psychological motivations of this 
symptom are analogous to those of impotence in men; they 
usually relate to fears of being damaged by the penis and of fears 
of pregnancy and childbirth, The term “frigidity,” like “impo- 
tence,” does not refer to any single condition but denotes a 
rather wide variety of phenomena, ranging from severe phobic 
abhorrence of intercourse and vaginismus to cases where the sex- 
ual act may be pleasurable in varying degrees but is without 
orgasm. 

Disturbances of menstruation and childbearing are numerous 
and complex. The interplay between the various hormonal stimu- 
lations and emotions, as seen during the menstrual cycle, has been 
discussed elsewhere (17). Severe disturbances of menstruation, in- 
cluding complete amenorrhea, may be the physiological manifes- 
tation of severe conflicts over sexuality with profound inhibition 
of sexual functions. 

Conflicts related to childbearing may find expression in such 
diverse symptoms as pseudocyesis, sterility (which may consist 
of an inability to conceive as well as an inability to carry a preg- 
nancy to term), or hyperemesis gravidarum and may lead to 
postpartum psychosis. 

One of the most significant psychosomatic studies belonging to 
this field is that of Benedek and Rubenstein (19). These au- 
thors attempted to correlate the psychological attitudes in women 
with changes in the estrogen and progesterone level occurring 
during the ovarian cycle. They found that increased estrogen 
production goes with an increased turning of libidinal interest 
toward heterosexual contacts. To the increased progesterone pro- 
duction following ovulation, on the other hand, there corre- 
sponds a turning of the libidinal charge toward the self (narcis- 
sistic regression), 
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PROBLEMS OF THERAPY 


It was emphasized that psychosomatic medicine, as a method 
of investigation, consists essentially in the combination of the in- 
vestigative techniques of medicine and psychoanalysis. It follows 
that there is no such thing as a specific technique of psychoso- 
matic therapy. The psychosomatic approach must rather be con- 
sidered as a universal principle of medicine (one could say a 
medical “Weltanschauung”) which should be applied to every 
patient, for every patient, in addition to being the carrier of a 
diseased organ, is also an individual human being whose emotion- 
al reactions are involved in the specific disease process. The 
nature of the psychophysiological interaction my vary from 
case to case; in some, psychological (interperson: ) stress may 
be etiologically related to the ensuing disease, while in others the 
person’s emotional reactions are of an essentially reactive nature 
to a primarily somatic (e.g., genetic, traumatic) disease process. 

Knowledge of personality development and psychodynamics 
is increasingly considered one of the basic sciences of medicine, 
to be taught to ever physician. Psychopathology, at the same 
time, is seeking its place as a counterpart of somatic pathology. 
And, accordingly, psychiatric diagnosis and management are be- 
coming indispensable in an integrated therapeutic approach to all 
chronic diseases. Although every physician must be able to make 
at least a rough psychological diagnosis, decisions concerning 
psychotherapy—as in the case of other specialized treatments— 
must rest with the psychiatric Be It is important to empha- 
size that whenever the psychological approach consists in more 
than providing emotional support, that is to say, whenever it at- 
tempts to penetrate behind the ego’s defenses and uncover etio- 
logical factors, it is likely to activate emotional tension and cause 
an exacerbation of somatic symptoms. Indeed, we are only now 
beginning to understand the functional value of somatic illness 
for the total personality. Also in patients with organic disease 
psychological treatment may have to be supplemented by, or in- 
telligently co-ordinated with, somatic measures, whenever the 
latter type of treatment is indicated. Finally, it should be noted 
that attempts to treat patients with certain organic diseases 
through psychoanalysis are of relatively recent origin and that 
the analysis of such patients often presents special problems, not 
unlike the problems encountered in the analysis of psychotic 
patients. 
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SOME RELATIONSHIPS BETWEEN SOCIAL 
ANTHROPOLOGY AND PSYCHIATRY 


Marcaret Mean, PH.D. 


psychiatrists, particularly psychoanalytically oriented 
psychiatrists, have worked together and have found it in- 
creasingly easy to understand each other. Each group has found 
it valuable and rewarding to take problems which the other has 
uncovered and attempt to carry them further. This working rela- 
tionship has several roots. Field anthropology and psychiatry are 
sciences which depend as much on the skill and insight of the 
practitioner as upon the theoretical framework within which the 
practitioner operates. Both rely on the observation of living per- 
sons, talking, walking, and acting, and upon the investigator's 
being able to use disciplined insights into his own behavior as 
part of the observations which he makes. So the well-analyzed 
psychiatrist is able both to observe and to use the way in which 
a patient activates his own special a and the an- 
thropologist with field experience is prepared to follow the intri- 
cate trail of his own difficulties of adjusting to, and understandin 
the behavior of, an alien people, to arrive at a pattern very dif- 
ferent from his own. He must learn to recognize inversions of 
emotional expression, to know when laughter may be a sign of 
gtief or the deepest quiet the sign of anger, which in his own so- 
ciety would have been accompanied by loud outbursts of rage; 
he must learn to experience empathically shame in his upper arms 
or fear as a chilliness of the buttocks or raised body hair on the 
big toe, to realize what it means to keep knowledge in the stomach 
under food or to place the seat of decision in the back of the neck. 
And, like the psychiatrist, the anthropologist suffers the strains, 
pays the penalties, and reaps the rewards of intensive attention to 
a world not his own, a world in which the slightest muscle twitch 
and a suspended syllable of his subjects must be seen in terms of 
a pattern, of a system of behavior, which, however bizarre, is 
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Disc the last twenty-five years anthropologists and 
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nevertheless recognized as lawful and understandable. Both are 
trained in the recognition of pattern—the psychiatrists in the pat- 
terns of particular individuals who have woven the threads of 
their experience into a special idiosyncratic fabric; the anthro- 
pologist in the patterns shared by groups of individuals who have 
selected, not over a single lifetime, but over many lifetimes, from 
the institutions and ways of behavior available to them those par- 
ticular social forms which, fitted together, make a whole within 
which it is possible for a group of people to maintain and repro- 
duce themselves (13). So, as Ae psychiatrist listens and comes to 
understand the way in which a patient has selected and rejected 
from among the admonitions and models of behavior presented to 
him by parents and siblings, teachers and schoolmates, from the 
beliefs and practices, prayers and superstitions, ways of eating, 
drinking, gambling, saving, and spending, to express his own 
needs, so the anthropologist sees each existing culture as a more 
or less coherent and functioning synthesis of political and social 
forms, ways of organizing work, and exchange, ownership, and 
inheritance, marriage and education. Where the psychiatrist 
takes as a relevant datum, “This patient’s mother was a devout 
Roman Catholic, but after the age of eight he steadfastly refused 
to attend church,” the anthropologist takes as data, “Part of the 
imported ceremony consisted of magic designed to cause other 
men’s wives to run away to the giver of the ceremony, but the 
ane refused to accept this magic, saying it would only cause 
trouble”; or “Among surrounding tribes, the Peyote cult, with its 
emphasis upon visions obtained under the influence of drugs, 
spread like wildfire, but the Zuni Indians steadily refused it.” In 
the patient who resists his religious environment, the psychiatrist 
can trace the individual patterning which makes the refusal 
meaningful and which is, in turn reinforced by the refusal, just as 
each time the Arapesh, preferring smooth relationships, refuse a 
form of troublesome magic, they both exercise a highly patterned 
attitude and reinforce that attitude once again (68, Part I). In the 
recognition of such patterns, psychiatrist and anthropologist learn 
to rely on the internal consistency of the behavior of their sub- 
jects: in the patient, in the way in which similar or comple- 
mentary types of behavior appear in treatment of parent, em- 
ployer, analyst, friend, and in the interpretation of losses or gains 
in the outer world; in the members of a society, in the way in 
which the layout of a house, the conception of the body, the 
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organization of a meeting, and the construction of a dramatic 
performance show the same systematic and intricate relation- 
ships. Neither psychiatrist nor anthropologist is concerned with 
simple quantitative relationships between single variables or with 
how often a patient dreams a significant dream or a people enact 
a particularly revealing ceremony, but rather in the structure of 
the dream, the plot of the ceremony. The frequency with which 
a certain type of dream is dreamed or offering made to the gods, 
to be meaningful to Hpac or anthropologist, has to be rein- 
terpreted as part of a whole pattern of behavior, in which its 
frequency is only one attribute, its intricacy and intensity repre- 
sent other dimensions—dimensions which neither discipline yet 


has precise tools for measuring. 


But, while both disciplines begin with the same data—the ob- 
served behavior of living individuals, in which the observer is 
the delicate recording instrument (and no mediation of written 
documents or questionnaires can take the place of the living be- 
havior)—and both are interested in problems of patterns and the 
delineation of systematic interrelationships, once the initial ob- 
servation is made, the two disciplines order them differently. 
Consider, for instance, a new patient, who, instead of shaking 
hands, pats the psychiatrist gently on both shoulders. This patting 
behavior, atypical in a society in which shaking hands is custom- 
ary, will be noted and referred in time to a large number of other 
behaviors of that particular individual, to his capacity for form- 
ing ties with men, to his ease of body contacts, to his ready and 
unconventional bodily expressiveness which has not stayed with- 
in socially prescribed limits, etc. In time, when this observation is 
integrated with other observations of the same individual, the 
psychiatrist will come to understand him, his particular way of 
relating himself to the world, his particular handling of the sensa- 
tions of his own body. But the anthropologist, who enters a 
strange tribe, where the head man comes forward and pats him 
carefully and gently, will proceed differently. He, too, will note 
the pat, note its difference from greetings among surrounding 
tribes; he will note his own response to the pat and whether he 
feels reassured or frightened by it (but will refer his response, in 
turn, to his own previous experience in his own and other cul- 
tures) ; but the identity of the men who pat him will be significant 
in structural terms of age, rank, role, etc. If all the group pat him 
except one man, he will note this fact, so that later it can be 
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referred to the status of the man—perhaps he is a visitor or a 
sorcerer or a widower—and if status fails to explain his apparent- 
ly aberrant behavior, his nonpatting may be either a sign that 
there are several possible ways of greeting a stranger, that there is 
high tolerance of individual variations in behavior of this type, or 
that the nonpatter is pathological and is or is not recognized as 
such, But the anthropologist’s next step is to observe many other 
behaviors of many other individuals; and for his type of conclu- 
sions it is not necessary that his observations of greetings and 
farewells, challenges and boasts, funeral orations and addresses to 
the gods, be performed by the same person. All the members of 
the group he is studying contribute detail after detail to his un- 
derstanding of the shared behavior of the entire group—behavior 
which they share because they have been reared by a group of ` 
people who live in the same society together and participate in a 
common way of life. As the psychiatrist aims at building up a 
picture of a single personality and then proceeds from that to an 
understanding of various types of personality or, specifically, of 
various types of maladjustment, in which he groups together indi- 
viduals showing predominantly hysterical manifestations or those 
of a compulsive type, the anthropologist aims at building up a 
picture of a culture and proceeds from that to an understanding ` 
of how different types bh cultures function and change (33, 62). 
Historically, as the two disciplines have a common bond in the 
strength of their method of observation and their capacity to in- 
clude the observer (47) systematically within the observation, so 
they have faced certain common pitfalls. Both disciplines, as cur- 
rently practiced, work without Es relevant historical data. The 
anthropologist faces a people without any written records, who 
in each generation reshape their memory of past events or the 
interpretation of the natural landscape or the origin of a particu- 
lar invention according to their heart’s desire. So the Cheyenne, 
of whom we know from other evidence that they became a tipi- 
dwelling people only a few generations ago, tell a tale of the 
origin of their tipi dwelling at the beginning of the world; the 
Samoans, who we know must have arrived on their small archi- 
pelago in canoes not too many centuries ago, place the origin of 
all Samoans in the ancient village of Fitiuta and, although con- 
verted to Christianity and not disputing the general doctrine of 
the Garden of Eden, reply gently to objectors, “Tasi le mea 
[There is just one thing to say in objection to your point”], the 
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Samoans originated in Fitiuta.” Sometimes we have external evi- 
dence that the particular origin claim, line of migration, or steps 
in an invention are not true; but more often we have no way of 
checking the pasts of the people whom we study and have, in- ; 
stead, to take their view of the past as relevant data on the present 
alone, part of their way of placing themselves in the world. The 
psychiatrist faces the same problem when the patient whose 
father died twenty years ago describes his father as a cruel tor- 
turer, In particular cases, investigators may be sent out to assem- 
ble data on the father’s character; and external evidence may be 
collected that the father was, indeed, the torturer which his son’s 
present image of him suggests or that he was, on the contrary, 
very gentle and indulgent. More usually, the psychiatrist, 
armored by long experience against participating in the patient's 
affect, takes the data on the patient’s father as data on the patient 
alone, depending on the patient's behavior to him, the patient’s 
interpretation a whether he is or is not torturing or indulging 
him, to supply the outline of his possibly false or possibly true 
interpretation of the past. But sometimes, although decreasingly, 
anthropologists and psychiatrists alike fall into the snare of at- 
tempting to reconstruct the far-distant past from the particular 
residue which remains in the memories of those who live and 
speak today. This imputation of real existence to unseen events, 
whether in the past or in the present, leads not only to such con- 
structs as Freud’s Totem and Taboo (28), in which it is difficult 
to distinguish between great symbolic insight and imputed his- 
tory, or the more recent attempt of Zilboorg (86) to defend the 
importance of women by substituting a theory of primal rape of 
the mother for primal murder of the father. Methodologically, 
both disciplines are faced with a dual problem of extracting full 
meaning fons the data given them by the patient on the couch or 
by the last member of a subdued people who remembers a head- 
hunting raid. In such reports, especially of past behavior which 
has been rejected under contact with European standards and 
values, the cannibal feast or the taking of the tokens of virginity 
of the bride may take on a very different affective quality from 
that which it had when it was the fully accepted and well- 
articulated practice of a living, still complacent culture. In our 
own society, in which social mobility is so prevalent, the body 
habits of parents of a different social or ethnic group may be 
reinterpreted by the adult and given a meaning which they 
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lacked at the time. Both disciplines arouse the criticisms of those 
sciences which have concentrated so hard on questioning the 
hitherto believed that they feel repelled by the necessary willing- 

| ness of anthropologists and psychiatrists to believe in the hitherto 
unknown and unbelievable, and so are particularly sensitive to 
every error, every failure of these students of living behavior to 
recognize the limitations of their data. 

Interest in history provides another snare for the unwary, be- 
cause of the necessary concentration of the psychiatrist upon a 
single human being, who had a beginning in the union of sperm 
and egg and a single consecutive life-history, culminating in the 
hour of observation in the psychiatrist’s office. Concentrated 
upon understanding the organization of this single identifiable 
personality, the psychiatrist gets from his anamnesis material, 
from the patient’s view of his parents and playmates, data which 
appear to have sequence and to present a cause-and-effect pat- 
tern. “I was born just ten months after my sister. My mother had 
to wean my sister because she was pregnant, and she refused to 
nurse me. I was put on a bottle but nothing agreed with me. I 
vomited all the time.” And today this patient responds to un- 
pleasant situations or rejection by nausea. Subsequent studies of 
small children, followed through periods of many months when 
it was possible to show the interrelationships between maternal 
care and child response, have substantiated many of the theories 
based upon such anamnestic records to the extent that the phras- 
ing came to be, “A rejecting mother may produce in her child a 
rejection of the substitute food which is offered.” The anthro- 
pological phrasing would be: “Within this society, breast feeding 
and weaning are articulately regarded as signs of affection or re- 
jection.” In societies on which there is historical documentation 
the anthropologist may know and be able to take into account 
changes in such attitudes and in the total social configuration. 
This concentration of the psychiatrist on the particular series of 
learning which the patient shows, which must be understood if 
the patient is to improve and in which it is a completely valid 
method to exclude the great mass of social and economic events 
within which the learning occurred, is likely to become in the 
hands of social scientists a way of interpreting all social life as one 
in which a given set of maternal or parental practices are them- 
selves determinative rather than mediative in relation to the 
growing child (2, 73). But the anthropologist’s focus is upon on- 
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going societies, none self-contained, forever interacting, inter- 
marrying, exiling their members, receiving immigrants, borrow- 
ing institutions, altering and reinterpreting the inventions avail- , 
able to them, within which generation after generation of chil- 
dren learn to be members of those societies. Patterns of cultures 
survive through generations of changing personnel, language 
spoken by one race will be spoken by a different race in the 
future; religions originating in one continent are transformed 
many times, reshaped and enriched, as they pass from people to 
people: Speculations about the particular origins of such basic 

uman attitudes as those toward incest do not serve our purposes 
so well as does careful observation on the existing attitudes 
through a known period of history or over a geographical area, 
except as data on those who are speculating. For the most fruit- 
ful interchange between psychiatrist and anthropologist—the one 
working with adult patients, the other with an ongoing culture 
as embodied in adults—the questions “What is the pattern? How 
does he—or it, the society—function?” are the most appropriate 
ones, recognizing that in each case the only past which can be 
fully studied is that which is represented in the present. By 
studies of the present we may build up the material for a thor- 
ough study of social change. 

This relationship between the psychiatrist’s data on how a 
given patient is handling himself in the world and the anthropolo- 
gist’s data on how a given group of people is handling their lives 
in the world is the first step in interaction between the two disci- 
plines. Here each uses his particular skill without reliance on the 
theoretical tools of the other, and each throws light upon the 
meaning of the other’s material. The psychiatrist is protected 
against regarding the particular nexus between his patient’s indi- 
vidual pattern and the particular Western Euro-American, Ju- 
deo-Christian cultural pattern of which his patient is a part as 
human nature and is given material for placing our own historical 
ways of doing things beside those of many other social alterna- 
tives, The anthropologist is given an understanding of the psy- 
chodynamics of human behavior, which makes it possible for him 
to see the ceremonies and rituals, the family forms and kinship 
patterns, the burial rites and harvest festivals which he records, 
as the patterned expressions of the psychologically intelligible 
human beings who embody them. i 

A few of the ways in which such findings of anthropologists 
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may be used will be discussed before going on to the much closer 
area of co-operation between psychiatry and anthropology which 
has come with the study of children, from child analysis, on the 
one hand, and the detailed study of primitive children, on the 
other. In this, instead of comparing synchronic patterns, in which 
understanding can come not from how they developed but mere- 
ly from what is their present form, anthropologist and child psy- 
chiatrist follow identified living children over time, through a 
process of rapid growth; and a whole new field of understanding 
of the process of personality in culture is opened up. But the very 
fascination and increased freedom which come to members of 
both disciplines when they move in a field which they have 
joined together to make many times wider have tended to make 
each lose sight of the fundamental insights of the other, based on 
labors which are, of necessity, not shared in these co-operative 
undertakings—the eight or more hours a day of listening by the 
analyst, the concentrated months of living every minute in a 
strange, faraway culture by the anthropologist. The familiarity 
with the ways of the human psyche which the analyst thus gains, 
the practiced knowledge of the intricate nature of cultural proc- 
ess which the anthropologist gains, may not be fully allowed for. 


KNOWLEDGE OF OTHER Socrat Forms 


One of the basic contributions which cultural anthropology 
can make to psychiatry is in describing the many varieties of the 
family structure (61), within which the growing child develops 
his pattern of interpersonal relations, his conception of his own 
sex and of his relations to both sexes. There are societies like the 
Trobriand Islanders (50, 51), in which the father’s physical pa- 
ternity is passionately disavowed—along with the disavowal that 
any substance can permanently enter the body, even food, which 
merely passes through; like the Todas (78), in which one of the 
fraternity of husbands of the same woman may be credited with 
fathering a child born many years after his death, if no other 
brother has performed the appropriate acknowledgment cere- 
mony. We find societies, like Dobu (26), in which the dwelling 
house is treated virtually as a connubial couch into which no 
stranger may enter and from which the adolescent son is forced 
out to wander about, looking for some young girl who will sur- 
reptitiously take him in, until dawn makes it necessary for him to 
flee before a prospective mother-in-law, who, alert for possible 
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victims, may wake and seat herself in the doorway, blocking his 
path. It is in Dobu, too, that the whole balance of power between 
husband and wife swings back and forth as the couple resides in 
alternate seasons, now in the wife’s village, now in the husband’s, 
always among a group hostile to the spouse who does not belong. 
In contrast, we find the Samoan household (58), consisting of 
some ten to twenty persons, in which the husband-wife pairs al- 
most disappear in the hierarchical, co-operative structure, with 
a titled householder at the head, in which each child performs 
duties appropriat to its age and sex and growing boys and girls 
are separated by a taboo imposed by the little boy, when he, who 
has been lugged about and cared for by his sister-nurse, “feels 
ashamed.” In such a structure, understandably enough, the vio- 
lent hates and jealousies of the Dobuan village are missing. Or we 
find the pattern of Zuni (13), where the houses were owned 
by a lineage of women, in which the sons and brothers preserved 
a ceremonial place; men married and went to live in the houses 
of their wives and mothers-in-law and always remained to some 
degree strangers, who might, almost any day, find their clothes 
lying in a bundle on the roof—a signal that they were no longer 
wanted in the houses where their children belonged. We can find 
almost every possible variation in household arrangements—from 
the lonely, isolated family life of the Ojibwa (46), where single 
families may live alone for months, to the crowded tenement life 
of Borneo (41), where forty or fifty families live under one roof 
and marriages have to be postponed for years until a new tene- 
ment with rooms for new marriages is again built; from the com- 
pletely patriarchal husband presiding over a whole group of 
wives, as in many parts of Africa (43), to the less frequent pat- 
tern of one wife for a group of brothers, and the variant institu- 
tion of Tibet (74) in which a group of brothers inherit their 
father’s second wife when he becomes old. We can find mothers- 
in-law who must always be addressed as “Third person, plural 
number,” and never seen, as in Manus; mothers-in-law who may 
be married simultaneously with their daughters to the same man, 
as in Arapesh; or the Navajo situation in which a man may wed 
a widow with a daughter and later discards the mother, marries 
the daughter, and observes a strictly taboo relationship toward 
the former wife (77). Brothers and sisters may be tied together 
by the closest of sentimental bonds, as in Manus (64, 66), or 
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separated by a taboo which is never relaxed until old age, as in 
Samoa (58; 67, pp. 117-18; 70). 

It is unnecessary to multiply examples indefinitely; a moment’s 
imaginative thought will supply the variety of experience avail- 
able to the child born and reared within such different famil 
structures, with all the possibilities of diffusion, compartmentali- 
zation, or concentration of affects. In the isolated biological fam- 
ily the parent of opposite sex becomes the only model for adult 
behavior toward persons of opposite sex; in large extended 
families a variety of adults of the same sex may offer contrasting 
patterns or a blurred and generalized version of what it is to be 
a woman or a man. Or each individual adult may play sharply 
differentiated roles in regard to the children, so that a man 1s 
stern to his own son but plays the role of a “male mother” to his 
sister’s son, a woman may be indulgent and warm to her own 
daughter but play the role of a “female father” to her brother’s 
daughter (21, 43, 75). While the small biological family tends to 
rear individuals who will, in turn, concentrate their available atti- 
tudes of dependency, affection, passion, possessiveness, etc., on 
their wives, it is possible, as in Manus (66), to specialize these 
attitudes to different relatives, so that a man feels sentimental 
affection for his sister, jocular gay sexual easiness for his female 
cross-cousin (whom he may not marry but whom he may fondle 
in public), and possessive disrespect for his wife. 

As the known lives of individuals in our own society are seen 
to be given forn by the oedipal situation, it becomes abundantly 
clear that such differences in family structure will give exceed- 
ingly different forms to the ways in which small children learn 
to deal with their springing sexual attachments to the adults of 
both sexes with whom they are reared. Identification with one’s 
father’s father, which makes it possible to joke with him (29) or 
in some societies even to call one’s father’s mother “wife” and 
treat her with pornographic boldness, is a different solution of 
the relationship to a stern father from that offered by a society in 
which one’s father honors his father until his death. When 
Freud’s descriptions of the oedipus complex were first subjected 
to anthropological scrutiny, the criticism concentrated upon such 
differences in form, the need for a wider, more abstract phrasing 
to describe situations in which power was divided between 
father and mother’s brother or in which a child was cared for by 
half-a-dozen female members of a household in which the head 
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was often not his father. These early theoretical extensions had a 
certain rigidity, because of the assumption that the content from 
the child’s side was fixed by the nature of his growth processes, as 
one might conceive of a plant, growing upward according to a 
fixed principle, thrusting through barriers or turning aside when 
the barriers were too great or dividing when they were multiple. 
Such a formulation assumed some sort of biological residue of an 
assumed biological normality, in which a rivalry situation be- 
tween child and parent of own sex was somehow given, even 
though some cultures were able to dodge and overlay this essen- 
tial position with peculiar, somehow secondary, arrangements. 
This interim theoretical position thus kept traces of the thinking 
based on the family form on which the first detailed psychoana- 
lytic observations were made. The phrasing today would be that 
the oedipal situation, in the widest meaning, is a way of describ- 
ing what any given society does with the fact that children and 
adults are involved in the growing child’s sexual attitudes, espe- 
cially toward the parent of opposite sex. The possibilities of 
heavily cathected experience are inherent in the nature of human 
growth and human parenthood, unequally stressed in different 
forms of family structure and household arrangements. Crises of 
relationship between parents and children may occur in early 
childhood, in adolescence, at marriage, with own arenthood, at 
the retirement or death of the parent; and on eac occasion the 
adult’s behavior can be seen not merely as a living-out of own 
childhood experience but as adult reaction to the behavior of 
children. Thus the current crisis in American middle-class men 
when their daughters marry or have a first child may be referred 
to the cult of youth fostered throughout adolescence and matu- 
rity in the American middle-class male at least as much as to any 
specific pattern of pregenital behavior. 

Or we may consider the way in which cultures handle types 
of ambivalence toward the dead (63). Setting aside the more 
complex problems of the nature of ambivalence itself, the ex- 
tent to which its development in the individual is a response to 
the experiences the infant undergoes as compared with the inher- 
ent contradictoriness of primary thought-processes, there is still 
room to explore the ways in which different societies have han- 
dled the mixed attitudes that the living entertain toward the dead. 
Cultures differ enormously in the prescription of acceptable atti- 
tudes, in enjoining an emphasis upon grie: and bereaved love with 
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no hint of overt hostility, so that guilt over repressed hostile 
wishes is intensified; or in tabooing grief and stressing only fear 
and hostility, in which case the feelings of attachment and affec- 
tion are the ones which must be repressed; or in working out 
some acceptable patterned combination of both attitudes. 

Among the Chukchee and the Koryak of aboriginal Siberia the 
whole emphasis is laid upon the complete removal of the dead, 
the equipment of the spirit so that it will never return, the be- 
wildering and baffling of the spirit so that it cannot find its way 
back to the abode of its relatives. In discussing the Siberian prac- 
tices, Bogoras’ (14) and Jochelson’s (42) own words are repro- 
duced so as not to mar their accounts by the introduction of less 
vivid paraphrases. After death, among the Chukchee, “one man 
must stay all the time with the body, because should it be left 
alone it might revive and do harm. ... Among other taboos con- 
nected with the funeral must be mentioned the interdictions 
against beating the drum for three nights during the time of the 
ceremony. The beating of the drum might call the deceased back 
to the house. ... At every hitch in this task [that of dressing the 
corpse in its burial clothes] the followers admonish the dead one, 
saying ‘Leave off! Make haste! You have to go away, do not 
be so obstinate.’” After reaching the grave and going through a 
number of ceremonies “the ‘fortifier’ [officiant] cuts the throat 
of the corpse and leaves the body.” This last stroke is to prevent 
the spirit of the deceased from following the people of the cortege 
and is considered quite indispensable. On the way home the order 
of march is reversed, and many ceremonies ies incantations are 
performed—the fortifier throwing behind him several small 
stones, which become a “mountain”; a bunch of grass, which be- 
comes a “forest”; and a cup, which becomes a “sea”—magical de- ' 
fenses against the return of the dead. On the return home “all the 
members of the procession, holding one another by the hand, 
form a large ring, which is encircled by that part of the thong 
that was taken home from the funeral... each one cuts off the 
part nearest himself.” 

A notable feature of the mourning ceremonies of the Koryak, 
whose culture has many traits in common with the Chukchee, is 
the taboo against the manifestation of grief until after burial. The 
elaborate grave clothes cannot be finished until after death, and 
this sometimes entails two or three days’ sewing. “While the dead 
person is in the house, he is considered as a member of the fam- 
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ily and the people try to make it appear as though nothing had 
happened. It is supposed that he is participating in the meals of 
the family and in card playing.” 

While Chukchee and Koryak observances contrast with our 
own traditional insistence on emphasizing the grief of the mourn- 
ers and speaking only good of the dead, the Bagobo (12) of the 
Philippines have institutionalized both attitudes. They share a 
very widespread belief in multiple souls but have given it a spe- 
cial twist by distinguishing a right-hand soul, which is beneficent, 
and a left-hand soul, which is malevolent. The zakawanan (“good 
soul”) is associated, in native thinking, with those factors of exist- 
ence which stand for life, health, activity, and joy, while the 
tebang (“bad soul”) is associated with factors that tend toward 
death, sickness, sluggishness, pain: 

The left-hand soul becomes a buso [“demon”]. Like other buso, he 
digs up dead bodies, tears the flesh from the skeletons and devours the 
flesh; like other buso, he stands under the house of the dying, or hovers 
over it to drink the watery blood of the corpse....An intelligent adult 
differentiates perfectly the tripartite nature which tradition has assigned 
to man,—there is a physical body that the buso will dig up and eat after it 
has been put under the soil; there is a good takawanan that goes to the 
One Country to continue its existence in a less substantial and more highly 
idealized manner than on earth, although moved by like interests and like 
emotions to those that motivate him here, and, finally, there is an evil 
tebang that turns into a horrible man-eating burkan, perpetually roaming 
over the earth like a prey animal, and preserving not a single tie or a single 
interest to bind him to the friends and activities of his mortal life. 


A more ingenious device for permitting the free play of am- 
bivalent attitudes toward a single individual or toward one’s self 
could hardly be imagined. All that is evil, all that is detestable, 
in one’s living thought, in one’s dream experiences, all the socially 
a thoroughly disreputable attitudes, can be fastened 
upon this left-hand soul, who is even open to the accusation of 
having actually left the owner’s body to carry out its evil pur- 
poses. Similarly, after death, all the relief, the hostility to the 
dead, the fear of an invasion of the reorganized lives of the sur- 
vivors by the troublesome memory and presence of the dead—all 
these can be projected upon the tebang, which is even robbed of 
all sense of personality or memory of its former associates. That 
the conflict is not quite resolved is shown by the fear that the 
good soul may try to take others with it on its long journey. But 
the grief over the loss of a loved one, the wish to cherish one who 
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is dead and to care for him, are taken care of in the disposal of the 
right-hand soul, which journeys to the One Country and is so 
loath to leave its dear ones behind that it must bathe in the dark 
waters of a river of forgetfulness before it is contented to remain 
in a. country where “the rice . . . is of immaculate whiteness, and 
each grain as big as a kernel of corn; the camotes are the size of 
a great round pot, and every stick of sugar cane is as large as the 
trunk of a cocoanut-palm.” 

A full appraisal of the effect of such institutionalized mourning 
practices on those who live within the culture of which they are 
a part is possible only if the student divorces their present con- 

` tent and function from their origin. If the student approached the 
precautionary measures of the Koryak in terms of their probable 
origin, he would use psychiatric data on guilt and obsessive pre- 
* cautions to interpret these procedures as indications of extreme 
guilt in those Koryak who practice the precautions, But, if it is 
realized that such institutions may have developed many thou- 
` sands of miles or thousands of years away, in a quite diferent 
setting, and have gone through many transformations, it is then 
ossible to concentrate upon the way in which the present usages 
acilitate the behavior of individuals who live within them. A 
child who fears its mother so much that he spontaneously invents 
horrible fantasies of devouring witches is in very different plight 
from a child whose tradition presents him with images of witches 
in comparison to which his own negative affects toward his 
mother seem pallid. Individuals reared within the pattern of 
mourning current in Western culture twenty-five years ago are 
forced to suppress any expression of negative attitudes toward 
the dear departed, and, in cases where strong hostility and death 
wishes have been felt, what may be merely a conscious conflict 
in many individuals may show itself as severe disturbance in 
others, 

But the way in which the particular ceremonials or myths or 
religious usages of any society are related to the types of infantile 
and childhood i gh within that particular society is a mat- 
ter which has to be very fully understood before the role which 
any ceremonial like those described above can be accurately 
assessed. If each human society were a self-contained unit, re- 
peating over hundreds of years the same cycle of life and death, 
we might fairly expect to find, on the basis of what we know both 
of individual psychodynamics and of the nature of human cul- 
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ture, that the myths and the rituals, the kinship terms, and the 
ways in which the language was spoken and the vocabulary used 

—if not its actual grammar—would be perfectly fitted together 
with the recurrent experiences of deprivation and indulgence, 
with the way in which childhood and adolescence, maturity, 
parenthood, and death were handled. It might be expected that 
the individual’s way of Sen about intercourse would have a 
one-to-one relationship to early learning at the mother’s breast 
whether there were witches in folklore side by side with mothers 
who behaved in a most unwitchlike way, or witchlike mothers 
without direct reflection in the folklore, or mothers and folk, =~ 
witches whose behavior was identical. Each of these and many *-, 
other possible and more complicated relationships between folk- ,; : ~ 
lore and everyday practice would be systematic. Data on adult _ 
practice would be perfect data on the forms of childhood experi- ` 
ence, while full data on childhood experience would make it pos- ` 
sible to extrapolate to the formal a and emphases of ~ 
some other aspect of the culture. But, even here, unless we could 
assume, as we have no basis for doing, that the whole culture had 
been evolved on the spot—language, marriage, tool-using, meth- 
ods of burying the dead or determining an inheritance, dance 
form, or folk tale—the childhood experience would never explain 
the whole content of the culture, would never explain such as- 
pects as the grammar of the language, the invention of cremation, 
the existence of marriage itself, or the belief in a supernatural. 
All such aspects of culture must be explained historically and be 
assumed to have passed through many peoples, ra Pia 
forms, it is true, in each people’s hands, as the acting and inter- 
pretation of Hamlet varies from one century of English history 

to another or is given a different twist by Madariaga in 1948 
(49). The particular twist, the reinterpretation of some usage 
which a people share with many neighbors, can be seen as inti- 
mately related to their particular childhood experience, just as a 
patient’s preference for one Shakespearean character above an- 
other may be taken as a datum, without the assumption that he + 
hithself would ever have been able to conceive of Hamlet or 
Macbeth. The particular form which a ceremony takes, in con- 
tradistinction to other versions, may be interpreted as throwing 
light on the basic formative experiences of childhood. But the 
whole of the ceremony, in its most individualized and most wide- 
spread forms, must be considered in order to understand how the 
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culture functions, what choices are offered those born within it, 
what leeway is offered to the impulses which we must assume are 

otential in all human beings but which are differently realized 
in different periods of history and in different human societies. 
Thus it comes about that a ritual which shows deep marks of fear 
or appeasement of devouring gods may actually function quite 
differently, in one society by allaying anxiety, in another by 
accentuating it. 

The closest we can come to scientific study of origins of ritual 
or myth, as opposed to speculative reconstructions, is in the study 
of change, in which we can follow the transformations of wide- 
spread, psychologically relevant themes, as different peoples re- 
shape them. If we investigate what happens to a widespread fairy 
tale like “Jack and the Beanstalk” when transplanted from 
Europe to the United States, we find some very interesting trans- 
formations (16). Giants are very old folklore figures, of such 
relevance to the universal experiences of childhood that it is a 
quite tenable assumption that stories of giants might be rein- 
vented again and again. However, in the case of such a Euro- 
pean folk tale as “Jack and the Beanstalk,” the story must be 
seen as having a long and unrecoverable history. In the tale re- 
corded from the southern mountains in the United States (18), 
instead of the accident in which Jack is duped into accepting a 
handful of beans for his cow, which, when thrown away, turn 
into the beanstalk, we have a scene in which the mother gives a 
bean she finds on the floor to Jack and tells him to plant it. 
Instead of stealing the giant’s money bag, goose that laid the 
golden egg, and harp, Jack steals a rife, a Tale, and coverlet off 
the giant’s bed; passive fantasy symbols have become much more 
active. In the European version Jack’s father appears in various 
ways: sometimes he is killed or imprisoned by the giant; some- 
times he is rescued by Jack, and the family is restored. In the 
American story the father is entirely absent (31, 56, 84). In a 
more recent American version (30) the giant’s wife, who is a 
relatively harmless and ineffective figure in the European tales, 
has been transformed into a dangerous and menacing ae We 
could then ask not only what happens in the lives of American 
children out of which such changes in the story grow but also 
what comfort American children take from the story so trans- 
formed. The answer to the first question, about the distinctive 
forms of the tale in America, would be data on the particular cul- 
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tural psychodynamics of Americans as compared with Euro- 
peans. The answer to the second would be data on elements in 
the culture available to American children, who, like all children 
everywhere, are smaller than their parents but are unlike all chil- 
dren, in that some children have no myths of giants available to 
console them. 

Perhaps one of the most imposing collections of data which 
anthropology can present is that on the prevalence of overt sex- 
ual inversion. Primitive peoples represent the whole gamut: we 
find societies which institutionalize transvestitism for both males 
and females in which transvestites of each sex live as married 
couples with members of their own sex (19); societies in which 
transvestitism of only one sex is officially recognized (sometimes 
accompanied by the most severe penalties for the other sex) (61, 
pp. 416-17); societies in which one facet of a complementary 
homosexual relationship is cultivated but the other completely 
disallowed (8, 67); societies in which there is no cultural recog- 
nition of any sort of the possibility of identification with the 
other sex that is more than a light occupational whim, a slightly 
greater toughness of muscle in a girl, or a slightly softer skin in 
an occasional boy (58). We find societies like the Navajo, in 
which a male transvestite was admired because he could do all 
that either a man or a woman could do, occupationally, and other 
American Indian societies in which male bravery was so highly 
valued that children were subjected to continuous scrutiny and 
ruthless ordeals, under the pressure of which and with the known 
possibility of transvestitism a certain number of males in each 
generation chose to “change” rather than to be brave, to accom- 
pany the war party as tellers of tales rather than as warriors ( 37). 

Devereux has provided a detailed description of the elaborate 
behavior of transvestites among the Mohave (19). Male trans- 
vestites insisted upon the terms appropriate to the genitalia of 
women being applied to their genitalia, equating the penis with 
the clitoris, the testes with the labia majora, and the anus with 
the vagina. The female transvestites were equally insistent on 
the reversed nomenclature. These transvestites lived as spouses 
with members of their own sex and were referred to by the pro- 
noun appropriate to their assumed role. The male transvestite 
imitated menstruation by drawin blood from a scratch, sub- 
mitted to the entire puberty ritual for females, and required from 
his male partner the observances demanded from the husband of 
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a girl who menstruates for the first time. These males also went 
through symbolic “pregnancies,” observed the pregnancy taboos, 
and, whereas Mohave women deny their pregnancies in public, 
these homosexuals boasted of them. In the absence of their hus- 
bands they stuck rags and bark under their skirts, and finally 
drank a decoction of mesquite beans said to cause severe con- 
stipation; the eventual pains were treated as labor pains, and, 
finally, the transvestite went to the bush, squatted like a parturi- 
ent woman, and later pretended it had been a stillbirth, going 
through mourning ceremonies for the imaginary child. All these 
observances were known and recognized in the society, and teas- 
ing the transvestites by pointing out their pretenses was a fre- 
quent, pai sometimes dangerous, form of humor. 

We may place beside these Mohave observances the behavior 
of two New Guinea tribes, In New Guinea we have observa- 

» tions on two tribes, barely fifty miles apart, in one of which, the 
Arapesh (71), passive pig elie and gentle parental behavior 
are emphasized for the males, with assertive behavior first dis- 
allowed and later inculcated as a necessary but disagreeable social 
duty. During a long period of indulgent nursing, the infant is 
encouraged to adopt a passively receptive attitude toward a will- 
ingly giving mother and a father who treats him as gently as the 
mother; later the small boy cares for younger siblings, becomes 
the custodian of his own growth, and grows his wife. Relation- 
ships among adolescent boys are warm and affectionate, but there 
I found no recognition of explicit homosexual practice or of 
transvestitism. 

Near by, on the Sepik River, live the Iatmul (8, 67), who share 
with the Arapesh the widespread institution of a men’s cult into 
which males are initiated at puberty. Kinship system and forms 
of social organization are sufficiently alike to identify these two 
peoples as belonging to the same culture area. This anthropolog- 
ical concept of the “culture area” is essential in making the dis- 
tinction between differences in particular versions of widespread 
practices and responsibilities for their origin. Within a culture 
area we can assume historical connections. As Iatmul and Ara- 
pesh are both known to be cultures in this New Guinea culture 
area of which the men’s initiatory cult is a constant feature, we 
can treat their contrasts in behavior as variations on a common 
theme which are significant data on their cultural character struc- 

1. Also unpublished field work of Bateson and Mead (1938). 
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ture. Among the Iatmul the baby is taught to demand food before 
it is fed, is held at arm’s length by the mother, and is treated as a 
bit of incarnate assertiveness as strong as the mother, who must 
angrily compel it to her will. All children are classified with the 
women, as opposed to the initiated males, and the boy sees his 
father either at home playing a rather aimless role or at a distance 
performing spectacular dramatic ceremonies for the benefit of an 
audience of women and children. Little boys give evidence of 
strong female identification, carry babies about by choice, play 
at housekeeping, and in posture they often cannot be distin- 
guished from girls. Within the adult culture there is elaborate 
ceremonial transvestitism on particular occasions: when the ex- 
ploits of their sister’s sons are celebrated, mother’s brothers dress 
in shabby old female garments and pantomime passive female ac- 
tivities, such as receiving bright orange fruits in the anus or rub- 


bing the anus on the nephew’s shin; and father’s sisters dress up in ° 


festive male attire, scraping male lime spatulas in gourd lime con= 
tainers. The initiatory ceremonial is filled with the most explicit 
type of ceremonialism, in which the miserable novices are treated 
as the abused wives of the bullying initiators. In the one village 
of Tambunum where I worked in 1938, eleven words for sodomy 
were in continuous use as abusive terms between everyone, re- 
gardless of sex. And yet homosexuality is prevented within the 
group, not because the psychological groundwork in extreme 
passive female identification and overcompensatory braggart 
male assertiveness is not well laid down but through the simple 
device of tabooing male passivity of any sort. Little boys, hearing 
continually of sodomy, often attempt to practice it, but slightly 
older boys respond by thrusting sticks into the hands of each 
and forcing them to fight each other. Unprotected buttocks re- 
main a temptation through life; men in the men’s house fre- 
quently move from one place to another in the group with their 
small wooden stools held protectingly over their anuses. A riot 
can be precipitated between the moieties in a men’s house because 
a mischievous boy has thrust the wooden fire tongs into the ex- 
posed anus of a stooping feeble old man. As reliance is placed 
entirely on tabooing all passive male homosexuality at the same 
time that the active side is cheerfully elaborated, the stranger or 
the work boy from another tribe becomes an immediate prey. 
Tatmul boys away at work have a reputation for exercising to the 
fullest on people like the Arapesh the capacities which their own 
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culture has first stimulated and then disallowed by the simple ex- 
pedient of actively interdicting the necessary complementary be- 
havior. 

It is noteworthy that in tribes where there is no recognition of 
transvestitism or of any sort of inversion an occasional individual 
will still show deviance in preference for the behavior or occupa- 
tion of the opposite sex. But whether many individuals will fnd 
expression for a potentiality or not seems to depend, finally, on 
the cultural expectations. 

So far we have discussed the way in which differences in vari- 
ous types of formal arrangements in family structure, marriage 
patterns, concepts of the soul, and mourning for the dead could 
throw light upon an understanding of human psychodynamics, 
check tendencies to read our own special local social forms into 
theories, and broaden our view of the many potentialities which 
each human being has for constructing viable ways of life. But 
data on different forms of marriage sia kinship alone do not pro- 
vide us with any direct material on Mies! We may 
speculate as to whether a child’s responses to his parents will not 
take very different forms in a society like Zuni, where the mother 
and mother’s mother are the property owners and the father is a 
visitor; we may construct hypotheses about the way in which a 
socially recognized theory of dual souls—one good, one bad— 
might serve to give a different form to the required suppression 
of ambivalent attitudes toward the dead among the Bagobo; but 
these remain mere theoretical extrapolations from present obser- 
vations upon the way in which our own family structure and 
mourning practices are reflected in the analysis of individual pa- 
tients, in the dreams and products of the insane. 


STUDIES OF CHARACTER FORMATION 


Obviously, the next step for an understanding of the extent to 
which differences in culture make possible differences in charac- 
ter structure is detailed studies of the process of character forma- 
tion. In the conventional anthropo logical frame of reference 
there is no need to make a series of observations on a single indi- 
vidual, but rather one should make masses of observations on in- 
dividuals of identified status within which regularities of culture 
can be distinguished. When anthropologists study personality in 
a culture involving the hypotheses of dynamic psychology, it is 
still necessary to establish sequences of cultural experience which 
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can be related to our systematic knowledge of the growth proc- 
ess; to study, for instance, the way in which the infant is fed, 
carried, cleansed, put to sleep; how the child learns to sit, crawl, 
walk, talk, swim, control its sphincters and relate its genital be- 
havior to social demands; and what the cultural definitions of 
ee are which enable it to interpret the unidentified im- 
pulses and tensions in its own body and to steer its way among 
the objects of the external world. In order to translate the find- 
ings on psychodynamics from one culture to another,’ we need 
to invoke the most basic knowledge we have about growth se- 
quences (69) and about learning (9). Knowledge of growth 
sequences makes it possible to see the way in which children learn 
the culture into which they are born against a systematic back- 
ground in which readiness for an activity or dominance of one 
phase of an activity in the child can be fitted together interpre- 
tively with the behav of the rearing adults and surrounding 
older children. It is possible to follow the customary practices 
and the observed responses of groups of individuals in a cross- 
sectional study of a society, so that, at the end of a year’s observa- 
tion, the anthropologist can bring away a statement of the way 
in which the infant, the young child, the older child, and the 
adolescent learn and, in turn, stimulate regular responses from 
the adults, thus becoming a contributing human segment of the 
cultural circle. 

When such observations are made, we find that there are con- 
sistent sequences (70), that the Arapesh (67, 68, 71) treat birth 
as a woman’s mystery from which men are excluded, where the 
midwife is the woman who has most recently given birth (a 
characteristic preference for emotional closeness to experience 
rather than for any disciplined competence); that the life or 
death of the newborn is phrased in terms of the ability of the 
parents to feed it properly as “saving it” or not “saving it”; that 
the infant is put to the breast at once and throughout infancy is 
fed lovingly, the mother first carrying it in a net bag against her 
bare back curled up in a fetal position, later in a sling beneath 
her breast, even suckling it as she climbs a steep mountain side 


2. Kardiner has been icularly interested in working from psycho- 
dynamic pa 5 an een of culture based on RAR collected 
by anthropologists, while Erikson (23, 24), Roheim (80), and Gorer (34) com- 
bine actual work with’informants, in the anthropological tradition, with the use 
of psychodynamic concepts. 
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with fifty pounds of yams suspended from her forehead carrying 
bag. Running parallel with the warmth and giving quality of 
Arapesh life, there is an element of clumsiness, a lack of precision 
of adjustment, from the midwife, who may never have been 
present at any delivery except her own, through the bathing of 
the baby in cold water, not with a view to hardening it, but sim- 
ply through lack of the idea of warming the water; through fre- 
quent periods when the baby may have no food because the 
mother has gone on a journey and failed to get back in time or 
failed in some plan to have another woman feed the child; through 
failure to teach the child any sort of precise manual habits. Chil- 
dren sit at the top of the house ladder and cry to be taken down, 
when other New Guinea children would climb up and down 
easily; cut themselves with knives, which they are given simply 
because they cry for them; and go into temper tantrums which 
no one knows how to stop if refused food, when there is none. 
Thus in a thousand details of the way the body is handled, the 
sequences in which events are learned to occur, the culture is 
communicated to the child, and his character becomes an embodi- 
ment of it. 

We may contrast this method of intercommunication, in 
which the mother gives warmly but clumsily and the child learns 
to accept without discriminating accurately the details of the 
giving and the taking and later in life becomes a prey to sorcery 

ears and fears of seduction, depletion, etc., proceeding from the 
relatively unmotivated, temporarily hostile moods of his neigh- 
bors, given form by outside sorcerers, with the sequence of learn- 
ing among the Manus of the Admiralty Islands (25, 64, 65, 66). 
Here no woman who has not had a child may be present at birth, 
the mother is isolated with her young infant es a month 
when her husband cannot come near her, the feeding is seen as 
giving milk rather than as giving the breast, the mother resisting 
while the father insists that she give the child food. The infant 1s 
held very little but is laid instead on a mat on the floor and is not 
carried about until it can itself hold onto its mother’s neck, leav- 
ing her hands free to punt a canoe. It is taught as soon as it can 
crawl not to touch other people’s possessions and learns a high 
degree of bodily control, precision of movement, and ability to 
distinguish sequences of events objectively, “tying a canoe badly, 
rope slips, canoe floats away,” rather than of the type “falling, 
knee hurts, hungry, where is mother.” The adult preoccupation 
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with the use of the body in the external world and with the 
handling of things is translated to the child, first, by treating the 
suckling situation as one in which milk passes from mother to 
child, later by great emphasis on learning sphincter control and 
prudery in regard to all excretory functions. The Manus child 
grows up as an efficient, tool-using, well-co-ordinated active 
youngster, fitted to observe the outer world, almost completely 
devoid of fantasy life of any sort. He will grow up into a man 
who classifies sexual activity with excretion as shameful, who has 
respect for those who are actively engaged in affairs of exchange 
and manipulation of objects, exacting of himself and others, 
building himself a high standard of living under great handicaps 
(for the Manus own nothing but their marketable skills of sh 
ing, canoe-building, sailing, and trading), and dying young. 

Manus and Arapesh cultures are alike, in that neither has sig- 
nificant elaborations of fantasy, in art, in religious ritual, in phi- 
losophizing. They present contrasting pictures, in that the Manus 
emphasizes relationship to objects (67) to such an extent that the 
body itself becomes an object, the breast a feeding tube, the 
phallus, capped with a white shell, something to shake at a rival 
in an economic transaction, the soul of a dead parent a guardian 
who can help one go fishing, to be discarded into anonymity as 
soon as it fails to be useful. The body as a well-co-ordinated 
machine-like affair concerned with taking in and giving out other 
objects is the model—a model for planned, incessant, effective 
activity. 

To return to the Arapesh, where the passive feeding situation 
with a giving parent and a taking child remains the model 
throughout life, the striking emphasis is not on the externalization 
of attention and the disallowance of sensuousness, as among the 
Manus, but rather on the continuance of a mild, passive approach 
to the environment in which hunting is phrased as “walkin 
about looking for (the appearance of) a quarry” and the idea 
form of hunting is waiting in the village until a dream advises 
one that some animal has fallen into a trap set miles away in the 
bush. Both cultures are one-sided in their emphasis: in neither 
is the growing child presented with the symbolic forms which 
mediate in beautiful and intricate ways between the child’s early 
experience of the world and the participation in that world 
which the organizational forms of his society, the exigencies of 
making a living, demand. 
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But there are many cultures which do provide such an elabo- 
rate set of artistic and religious forms, where the adults who rear 
the children move, themselves remembering but in transformed 
ways, their own preverbal experiences, in ritual and design, in 
musical pattern and dance form, make the same paths avail- 
able to their children. The Balinese child (6, 7, 10), suspended 
in a sling on its mother’s hip, passively, almost flaccidly, re- 

- laxing in such a way that it adjusts to her movement without 
experiencing bumps or jolts, wakes and sleeps in her arms, dur- 
ing the long temple ceremonies, at the play where brothers will 
chase and terrorize each other in mime, whereas in everyday 
life no such behavior is permitted; where the witch is openly 
attacked by her young male victims, who nevertheless fall help- 
less before her magic; where men and women in trance turn 
razor-sharp daggers against their own breasts, in an ecstasy of 

` concentrated inwardness but are not harmed or even fatigued. 
In her treatment of her baby, the mother will tease, stimulate, and 

_withdraw, the child will go through a sequence of stimulation, 
deposition by younger children, and, in turn, will see the young- 
er depossessed. Sequences in which climax is broken coincide in 
his own life-cycle with the dramatic rituals at which he is a spec- 
tator. The highly patterned, elaborated, released artistic skill of 
many generations has gone into fashioning a medium, within 
which individuals, who, when tested by our tests, are indistin- 
guishable from schizophrenics in our culture, are able to live, 
marry, bear children, and maintain a society, in which there is 
food enough for all and hardly any recognition of fatigue, in 
which the old learn as easily as the young, in which men learn 


new skills, not by observing the outer form of the activity—as the | | 
Manus would—but by following the inner movement of the one — 


Who is already skilled, surrendering to the tempo of his body (11, 
52) 53, 54 57» 59). , 
From series of observations of this sort we begin to build a pic- 
ture of the consistencies which can exist among the cultural 
forms with which an individual is presented, the way in which 
the individuals who embody those forms will communicate 
them, the way in which the infant with his human potentialities 
responds and, by responding, permits the adult to take the next 
step. in himself living out the full cycle as it has been formalized 
within a Dr To form such a picture as this, we need accu- | 
rate, detailed obsérvation of each age, from infants in arms to the: 
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oldest gaffer and crone, observations of a people as they work, at 
their ceremonies, during life-crises. Retrospective accounts of 
childhood experiences, accounts given by adults of what they 
think was done to them or what they think they did to children, 
while suggestive and, when placed beside our general knowledge 
of character formation, often permitting us to form useful hy- . 
potheses, are no substitute here for observation, minute, day by- 
day, of each step in the process. In homogeneous, slowly chang- ` 
ing societies, all the observations can be made simultaneously; we ` 
do not-need to follow single individuals through their lives in 
order to understand the general course which personality devel- 
opment takes; and it is possible to relate specific materials, such as 
projective tests, dreams, artistic constructions, of individuals at 
any age to the total cycle of which they are a part. 


Use or INDIVIDUAL PRODUCTIONS 


A principal problem of communication between anthropolo- _ 
gists and psychiatrists becomes the selection of forms of material 
from other cultures which are readily translatable in terms of the 
psychiatrists’ clinical experiences. Three lines of communication 
have been developed. Detailed observations on child training are 
readily ereen by child analysts, who themselves deal with 
children in the course of a process of change. For full translation, _ 
the observations should be on particular children, so that a variety 
of behaviors of a single individual can be presented within the 
whole cultural context. Then it is possible to see how a given 
child, developing within a socially prescribed pattern of feeding, 
carrying, weaning, etc., has developed its particular idiomatic 
version of experience. Because the clinician’s ear and eye are 
trained to study and understand those individuals in whom the- 
process of learning allowed for by the society has to some degree 
miscarried, accounts of the behavior of the traumatized child in 
another society (58, 64, 71), the orphan, the physically. handi- 
capped, the hyperreactive, form perhaps the best communication, 
provided that the clinician can keep in mind that here, as in his 
own cases, it is the individual in whom the process has miscarried 
who is being studied. Jules and Zunia Henry’s (38, 39) records 
of play behavior among Pilaga children combine this BR 
of presenting the record of the traumatized child against a back- 


ground of the behavior of those children who are developing 


within their culture, according to expectation. be A 
k h 
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The individual’s account of his own life is a useful form of 
recording. As illustrations I will quote briefly here from three 
verbatim records from a Winnebago Indian, collected by Paul 
Radin (76) in 1910, a Lepcha of Sikkim (Kurma), collected by 
Geoffrey Gorer (34) in 1936, and an Arapesh of New Guinea, 
Unabelin (68, Part V), collected by myself in 193 1—all males. 
From the Winnebago Indian: 


Father and mother had four children and after I was born. An uncle 
of my mother named White Cloud spoke to her before I was born and 
told her, “You are about to give birth to a child who will not be an ordi- 
nary individual.” These were the words he addressed to her. It was then 
that my mother gave birth to me. As soon as I was born, indeed as I was 
being washed—as my neck was being washed—I laughed out loudly. 

T have been told that I was a good tempered child. 

During childhood my father told me to fast and I obeyed him. Through- 
out the winter, every morning, I would get up very early, crush charcoal, 
and then blacken my face with it. As soon as the sun rose would I go out- 
side, and there gazing steadily at the sun, make my prayer to the spirits, 
crying. 

Thus I acted up to the time that I have memory of things.... 


From a Lepcha of Sikkim: 


My next memory is being frightened of my baby brother crying. Mother 
told me not to go near him as he was a devil, Sang-rong moong. Some 
time before my elder sister was fetched from where she was stopping; 
I slept with Mother till she was delivered and afterwards with my sister. 

Some time later I and my brother and sister and Mother were all sitting 
on the verandah when Passo’s wife arrived carrying a big bamboo full of 
water; she leant it against the fence and said to Mother, “Pd like to have 
that boy to look after; please give him to me.” Mother replied, “I don’t 
know if he wants to, but if he does you can fetch him and take him home 
with you.” Then Passo’s wife said to me “I am going to take you home 
with me and I will love you. I have got meat at home and boiled rice 
pudding [tok-tok]; if you come home I will give it to you.” I said I did 
not want to go, so then she said “Let us go anyhow, you can eat it and 
after that you can come back.” Then she took me to her house and gave 
me tok-tok. In the evening I wanted to go home but Passo’s wife said to 
me “There is a devil Sang-rong moong in your house who will eat you 
if you go.” I was not frightened of that and tried to get away but they 
fastened the door shut and would not let me go. 


From an Arapesh of New Guinea: 


[Here I asked a question: Tell me about the admonitions which your 
father gave you.] 
When my father bore us, he tabooed meat, he did not drink cold water. 
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He did not drink coconut juice. He did not drink sugar cane juice. My 
mother also abstained from all these things... . 

My father did not sleep with other women. He waited. He waited. 
When his child was tall, when his child could walk, when his child no 
longer wished to drink at the breast, then he could sleep with women. He 
waited. Later he had intercourse with his wives. 

But this new generation, my generation, they are no good. When their 
children are still small they have intercourse with wives. They are worth- 
less. My father did not eat food in other hamlets. He did not eat food 
given him by other people. He was afraid it would harm his children, He 
followed all these taboos when my eldest brother was born. He [my 
brother] flourished. He grew tall. Later they sorcerized this brother of 
mine. He fell from a tree and was killed. Of this, I told you before. Now 
my father slept with my mother. She was pregnant with my sister. He 
tabooed well. He waited. When my sister had grown big, my mother was 
pregnant with Polip. She bore Polip. They waited. They waited. Then my 
mother bore me. They waited. When I was big she bore Yagulai. When 
he was big she bore my little sister. Now my mother was old. She was 
finished with child bearing. My father was too old. All of my fathers 
were old men too. 


Rorschach records, Thematic Apperception Tests, and draw- 
ings made in response to definite suggestions have also been used 
as ways in which behavior in other cultures could be caught in a 
form which would make it amenable to interpretation by psy- 
chiatrists in our society and, conversely, make their insights more 
useful to anthropology. These materials may be used in different 
ways. A group of Rorschachs may be presented on a single cul- 
ture, and the psychiatrist attempt to work out the regularities of 
the cultural character structure, using the individual protocol 
merely as data upon the general form, as Oberholzer did with 
the Alorese material (20), as projective tests were analyzed in the 
Indian study (83), etc., in which proportions of form and move- 
ment, of whole or detailed responses, are used to define different 
modal tendencies within another culture; or content sequences 
may be analyzed to show characteristic handling of highly toned 
situations, as Abel has done for French and Chinese (3, 4). 

Where projective tests are so used, all that we have is another 
statement of characteristic forms of behavior which can also be 
derived from art, ritual, folk themes, etc. Such material, however, 
has the advantage that the psychiatrist, who is likely today to be 
working more with protocols on tests than with art or ritual, can 
see the cultural differences. 


428 Dynamic Psychiatry 


The difference in culture patterns can be demonstrated by a 
few examples. 

Children’s replies to a special set of Thematic Apperception 
Test pictures (40): 


HOPI PROTOCOLS 


The woman is talking. She is the mother. She tells them to help her. 
They will. 

He is an old man. He sit down. He is sick. He will die. 

He is their uncle. He tell them they did wrong to fight. They not fight 
anymore. : 


They are looking at the turtle. And the mother is nursing the baby. 

They are Hopis and the mother tells her boy to go out to the field. 
They are weeds. He will hoe them. 

Here are Hopis and they are waiting to get married. They will be 
happy. 


The boy is crying because the mother scolded him. He not want to do 
what she say. He will. 

These people are learning to dance good. People will see them. They 
will dance right. 


He is crying. He did not want to do what he was told. He will spank. 
NAVAJO PROTOCOLS 


This woman is grinding. You use this to take the flour off the stone. 
These two men are telling stories. The boy is sitting up here and think- 


ing. One of these men say to the woman. “What are you grinding?” 3 


These are the plants. 

This is the father and this is the white man, and the horse. Looks like 
they are talking together about the ring. The Indian says it is a pretty 
ring. What man has the ring. 

This is grandmother and there are the flowers. He is smelling them. 

They are singing and this one is going to shake hands with the other. 

These two are going to dance. This man wants these two to dance. 

This man is trying to whip the horse. Because they want to go faster. — 

The girl is standing there. She is thinking about something. 


It is an old man. Maybe he is watching those flowers. Maybe he is all 
alone and that is what he is thinking about. He thinks they are pretty. 
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When whole protocols are available for individuals on whom 
other material is also recorded, which unfortunately has not been 
the publication practice during these years when the use of pro- 
jective tests has been developed, then it is possible for the psy- 
chiatrist actually to compare the general context, the anamnestic 
material, and the performance on a Rorschach. Such materials 
provide limbering-up exercises for the clinician, most of whose 
time is devoted to individuals within one cultural pattern, as, for 
example, when Harrower and Miale originally wished to inter- 
pret the adjustment of my Arapesh informant Unabelin as due to 
a position of social leadership, because this seemed to them the 
best explanation of how he could have maintained a good adjust- 
ment in spite of strong internal tension (68, Part V). When I 
asked whether they could conceive of some alternative solution, 
they suggested a culture which was highly permissive to indi- 
vidual fantasy but made little institutionalized use of it. This sec- 
ond suggestion is an exact description of Arapesh culture. Each 
such joint attempt should expand the psychiatrist’s understanding 
of the projective tool, as well as increase the anthropologist’s 
ability to use psychodynamic concepts. 

Dreams provide another context in which it is possible to move ` 
easily from one cultural context to another, as there is no material 
to date which suggests that the general psychological pattern of 
dreaming is not cross-cultural. Earlier discussions of dream sym- 
bolism wasted a great deal of energy elaborating the point that 
water, or fire, might mean different things in the dreams of mem- 
bers of different cultures, simply failing to raise the argument to 
a high enough level of abstraction. If the dream in any society is 
approached with an understandin of dream process, of mecha- 
nisms such as condensation, and if the psychiatrist is fully aware 
of the extent to which the particular symbolism of his patients’ 
dreams are culturally patterned and of the way in which each 
patient’s idiomatic interpretation of life, type of imagery, pattern 
of repression, etc., will be manifested in dreams, then dreams be- 
come very useful cross-cultural material. If the dream can be » 
separated from the clinical context, it provides an ideal stage on 
which to study the innermost extent of cultural patterning of 
preverbal bodily experience, just as the tools and scientific 
thought of a people provide us with data on the extent to which 
culture produces a medium for dealing with the observed nature 
of the external world. More psychologically immediate, perhaps, 
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than the differences between the arts and rituals of different cul- 
tures are the differences in what they make of dreaming. Where 
dreams are articulated into the ial life, as the basis of religious 
vocation, artistic design, or social event, they become as recog- 
nizably culturally patterned as the rhythmic design of a song or 
the plot of a myth, and, instead of being merely the crudest, al- 
though quite recognizable, outline of a pattern of culturally 
regular repression and disallowance of bodily impulses, the ex- 
pressions themselves are transformed and elaborated. 

The most significant study of primitive dreams, still unpub- 
lished, was made by Kilton Stewart (82), who collected dreams 
in three primitive societies: the Negrito of Luzon, the Yami of 
Botle Tabago, and the Senoi of Malaya. These three cultures had 
very different attitudes toward dreams. The Yami disapproved of 
them entirely as a source of religious inspiration. The Negrito 
shaman had a special type of dream'in which the dream character 
directly helps the sick. The Senoi train their dreamers so that de- 
structive characters and events are converted into constructive 
forms. The dreams of children and adolescents in the three socie- 
ties were remarkably similar. So: “I dreamed that I saw a big 
snake and I ran very fast” (Negrito); “I dreamed that I went to 
the top of a mountain. Suddenly I fell and was injured” (Yami); 
“I dreamed that I went out for a walk. A tiger saw me. I ran 
away and climbed a tree. Then I woke up” (Senoi). 

In contrast, we find among adults the following: 

“I dreamed that I saw an anito [dream character] walking in 
the forest. As soon as I bent to get a potato, the anito Gaile a 
fearful sound and came upon me. I jumped up and ran home” 
(Yami). 

But the Yami make no use of dreams except as a basis for ritual 
behavior. An example of such a dream is: 

I dreamed that I fought with an anito and defeated him. Four days 
later I got a sick back and prayed and offered it horns of deer. Soon 
after this, this sickness was well cured. 

I dreamed that I was going to take a bath in the river. On the way 
I saw a big giant who was going to eat me [Negrito]. 


This was the unelaborated dream of an ordinary adult, but a 
Negrito shaman dreamed the following: 
One night I dreamed that I went to catch fish in the river. After fishing, 


I returned home. On my way home, I met a horse which ran after me. As 
soon as I reached home, I became sick. When I was already very ill, an 
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old woman appeared and gave me medicine. After this, she advised me 
not to eat more than one-half chopa of rice and if one ate more than this, 
one would die. From that time, I got well and the old woman disappeared 
at once; and I think the old woman who gave me medicine was Jesus 
Christ and the horse was a fairy. However, the horse did not harm me, 
but I stopped fishing in that place. 


Then compare this ordinary adult Senoi dream: 
I dreamed that I went out of my house to visit a snare that I had 


set for mouse-deer. On the way, a tiger appeared. As for me, I ran and 
climbed up a near-by tree. Then I woke. 


with a Senoi shaman’s dream in which a destructive instrument is 
transformed creatively: 

During the clearing of our last rice plantation, late one evening I was 
giving the last few strokes of the axe to the trunk of a huge Tualang 
tree. As it fell, it hurled me down on the ground. When it had fallen, 
I went home to sleep and in my dream, the spirit of the Tualang sang 
to me, a song which I still sing to this day: 

“You hurled me down-stream to the left, 
You I hurled up-stream to the right, 
If indeed you would like my help, 
I would like to help you.” 


This record gives us, in a medium immediately translatable into 
materials upon which psychoanalytical insights have fed, intimate 
detailed data on the way the conceptual model of experience pro- 
vided by the body can be given form and meaning in cultures 
which make use of it. In such cases dream thought need not be- 
come a disturbing rival form, opposed to “rational thought.” It is 
possible to see that the only alternatives are not either high ad- 
justment to the external world, paid for by a break with this 
early preverbal way of thought, which is completely relegated to 
an unconscious, kept precariously out of ordinary wakin func- 
tioning, or a break-through of a kind of thinking so cu turall; 

unpatterned that it obscures adjustment to the external world, 
such as is found in schizophrenia. In those societies in which there 
is articulate social use of these primary processes of thought, it is 
not only the extraordinarily gifted individuals who are able to 
preserve their creativity—as in our Seyon each member of 
the society is provided with a medium t ough which the inar- 
ticulate ways of thought of the infant and the culturally disci- 
plined mature observation of internal and external world can be 
articulated into a pattern which provides meaning to both. We 
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know too little of the cultural conditions for creativity, but there 
are suggestions that types of reliving of very early experience 
which are permitted by cultural forms may be significant, as 
when children pass through not only a stage of dispossession by 
the next younger sibling but stay within the family circle long 
enough to watch the dispossessor dispossessed (55, 57), Or, con- 
trastingly, when very little counterpointed patterning is imposed 
upon the primary learnings of the first year of life (36). 


PROBLEMS OF CLINICAL IMBALANCE 


One of the most frequent questions which psychiatrists ask 
anthropologists is about the amount of neurosis, the number of 
psychotics, found in other cultures. While attempts to answer 
this question do focus upon the point of easiest apparent com- 
munication between the clinician, whose ear is attuned to trauma, 
and the anthropologist, who studies whole societies, it is doubtful 
whether this is the most fruitful line of communication. Advance 
in psychodynamics at present is compromised by the circum- 
stance that the greatest discoveries have come from the study of 
the sick, the traumatized, the mutilated. It is customary to ration- 
alize this circumstance by pointing out that the abnormal case 
throws into high relief processes which are less easy to identify 
in the normal. This argument is perfectly defensible, provided 
that the word “abnormal” is not interpreted in terms of a culture 
which implicitly identifies the abnormal with the undesirable, the 
pathological, but instead considers the abnormal as all that is out 
of the usual—the most intelligent as well as the least, the most 
gifted and creative as well as the most psychotic and disturbed, 
person in any given society. But this has not been the case. With- 
in a culture which once lumped together the saint and the insane 
as equally closely related to God, medicine took a dominant role 
in continuing to classify together the unusually gifted and the 
unusually vulnerable, the blessed and the wounded, so that we 
came to have, in effect, a view of the world in which there were 
two kinds of people, the “normal,” those who managed to make 
their way through life without revealing such psychotic, neu- 
rotic, or somatic disorders labeled “psychosomatic,” sufficient to 
demand the care of the clinician, and those who land in the office 
or the hospital (60). The artist, the scientist, or a religious leader 
is likely to be tacitly classified as probably just as sick, really, but 
with a lucky talent or a lucky orthodoxy which made him, cer- 
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tainly not normal, but economically and socially self-sufficient. 
By classifying the gifted and the mutilated together, one could 
ask of the anthropologist whether it was not possible to view 
whole cultures as more or less neurotic, in perhaps a different 
sense than in the question of how many neurotics and what kind 
does a culture produce. It was possible to question seriously 
whether the Manus were not all compulsive neurotics and wheth- 
er whole cultures could not develop methods of child rearing, on 
the one hand, and organizational forms, on the other, within 
which only neurotic individuals existed. There again, implicitly, 
the problem came to be of seeing cultures as more or less patho- 
logical, with all adjustment lumped together as normal, varying 
toward the possibility of pathology. 

A reconsidersGee of this whole position seems called for, not 
only if there is to be optimum communication between psychia- 
trists and anthropologists theoretically, but also if we are to work 
together toward a world in which we not only describe and ana- 
lyze existing cultural paths and attempt to cure those who fail to 
use them but face the task of constructing, out of our insights, 
cultures in which human potentialities will have fuller play. To 
appreciate fully the contribution which the anthropologist, stud- 
ying a whole culture, can make, it is necessary to hypothesize an- 
other specialized discipline comparable to psychiatry, a discipline 
which would fall within the field of education but which is not 
found there today. For the word “abnormal” we would substi- 
tute the word “special” and define the necessary symbiotic rela- 
tionships between those who study cultural Ba the ex- 
pected path of human development within defined cultural set- 
tings, and two disciplines which make detailed, yer or indi- 
vidual studies of special cases of trauma and of blessing. This hy- 
pothetical discipline, which would complement the psychiatrist, 
would concentrate upon, study, and facilitate the creativity of 
those individuals in whom innate capabilities were present to a 
very special degree-the child whose faith in life had been rein- 
forced because the death of a sibling had been followed by the 
birth of a second sibling, in contrast to the child who had experi- 
enced the death of his own mother and three foster-mothers; the 
boy who was reared in a society where the ability to paint was 
acclaimed in males as well as in females, in contrast to the boy 
who had a gift for painting but was born in a frontier American 
town. For it seems worth emphasizing that psychoanalytic theory 
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has not developed merely by consideration of the pathological 
but by detailed, careful, exceedingly time-consuming attention to 
particular, individual cases, whose need and circumstances per- 
mitted them to enlist a physician’s time and care for many hours 
over several years. Analytic insights are the results of some of 
the most painstaking, detailed clinical research that has ever been 
done. Freud, in his great inclusiveness, was interested in both 
gift and trauma (27), and Alexander (5) has stressed the signifi- 
cance of an ordered division of labor for the release of human 
creativity. Today insight is heavily focused on the traumatic 
side, so that it is possible for Kardiner to advance the thesis that 
“the projective systems of society,” by which he means its art, 
religion, etc., are derived from the nuclear trauma common to 
individuals in that society (45). In actual treatment of the ethno- 
logical material, the loving mother or the strong, protective fa- 
ther, good child care as well as bad child care is included, but it is 
the discrepancies, the contradictions, the discontinuities, of ex- 
perience which are postulated as the dynamic forces producing 
the symbolic systems which we call “cultural.” Roheim has been 
less tempted to do this, but his preoccupation in identifying plots 
which lie beneath particular cultural systems (80, 81) with the 
particular plots which have been identified as traumatic in our 
society and his neglect of the whole diffused pattern of human 
culture, which only in origin or particular version shows the im- 
mediate reflection of a particular childhood sequence, have low- 
ered the impact of his conceptions. Jung, while conducting a 
battle for the recognition of gift and creativity, has again ob- 
scured the issue by combining the conception of creativeness 
with ideas of the horrendous nature of some unconscious proc- 
esses, this classification again dependent upon our European 
tradition. 

Only by imagining that it would be worth while, both to sub- 
ject and to observant scientist, to spend as much time studying 
the very well as the very sick, the very strong as the very weak, 
the very gifted as well as the individual who fails, can we really 
dramatize what the problem is. The sick, frustrated, miserable 
neurotic is willing to sit and detail his free associations within a 
painful, exacting framework of increasing admission of the un- 
acceptable, to a physician who is specially trained in this exercise 
of, his therapeutic gifts. But the gifted have no such specialize 
ear, except when they also happen to be sick, so that what de- 
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tailed material we have on the gifted is inextricably woven with 
material on the traumata which they had experienced and which 
now form, as in any personality, part of the whole. Only in the 
situation where one analyst trains another do we get a hint of 
what it would be like if one could combine in a teacher psycho- 
logical skill and the practices peculiar to a creative profession. 
At present, however, when psychiatrist and anthropologist 
work together exchanging insights, the anthropologist’s data tend 
to be skewed. The record of the way in which a people manage 
to live an ordered life, marry, and reproduce becomes a record of 
the degrees of distortion which are socially tolerable; and all 
cultures are seen as elaborations of nuclear traumata, in each of 
which exorbitant prices are aid for adjustment, on the one hand, 
or maladjustment, on the other.? With such phrasing, attention is 
directed toward the disease conditions in different cultures with 
an expectation of finding a high rate of hypertension here, of 
asthma there, or toward the incidence of identifiable sexual neu- 
rosis, or frank psychotic states. The usual adjustment in each 
society is seen as strength, intertwined as it 1s with penalties, 
vulnerabilities, possibilities and actualities of breakdown, all of 
which are then seen as weaknesses. It then becomes possible to 
use Rorschach categories, based upon such a view, and describe 
the character of the Ojibwa Indians, living and surviving ina 
hostile, difficult world, whose character structure shows clear 
indications that they so regard the world, as intrinsically muti- 
lated personalities (17). If such intensive listening for distortion 
and for trauma is applied to all societies, without any compensat- 
ing listening for the fulfilment and blessings which come to each 
individual in the course of learning to be a human being in his 
particular culture, many of the issues which it would be helpful 
to illuminate are blurred. For instance, it is quite possible to re- 
gard different cultures on a variety of scales, stressing different 
values—survival under a set of given conditions, survival under 
the stress of change, survival at the cost of very heavy maladjust- 
ment of the individuals which constitute them, survival with gains 
of great beauty and heightened function of the individuals who 
constitute them. But, in order to do this, the culturally usual be- 
havior must be listened to with two ears, trained in the psychody- 
namics of both trauma and blessing, while the anthropologist pro- 


3. Two particularly stimulating attempts to combine cultural theory and the 
details of particular disease states (15 and 85) both tend in this skewed direction. 
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vides the data on how a particular society, with a particular set of 
institutions placed within a group of surrounding societies and 
related with a given set of technologies to the environment, per- 
mits human personality to develop. When this is done, the anthro- 
pologist will no longer be seen as the protagonist of the normal 
or usual, against which the unfavorably pathological is opposed 
as the only alternative, so that the normal becomes only a more 
tolerable, less expensive form of trauma. 

Once this issue is clearly understood, then the anthropologist 
can begin to consider—with the psychiatrist's help—cultures as 
they roe different conditions of growth for their members. 
It will be possible to show that a culture may present a serious 
defect, both in the way the young are reared and in its political 
institutions, as Victor Barnouw, in his study of the Wisconsin 
Chippewa (6), has suggested that the ease with which these 
Indians, who had previously lived such an isolated and self- 
sufficient life, became parasitical upon the white civilization was 
due to a culture in which dependency needs in the child were 
aroused and left unsatisfied, because there was no system of po- 
litical authority which could integrate them. Or the adjustment 
of the Dobuans to their poverty and meager resources can be 
seen as a viable form, in which each individual carried a load of 
hostility, which, while appropriate to the ongoing state of his so- 
ciety, was heavily weighted on the negative side. In contrast to 
the way in which the Chippewa of Barnouw’s description over- 
welcomed the white man, who filled a need, the Dobuan (13, 
chap. v; 26; 80) could use the literacy the missionary brought 
him only to fake documents which would involve his neighbors 
in deeper embroilment with one another. : 

But, while using the insights of the psychiatrists to suggest that 
particular societies might survive and perpetuate their institutions 
by a form of learning which heavily traumatized every individual 
born into it, the anthropologist may go on to consider two other 
cases. The first is a society like Samoa (55, 57, 58), in which a set 
of social arrangements, a relationship to the environment, and a 
way of learning existed which did not penalize the culturally ad- 
justed individual. He lived a continuously rewarding life, seeking 
no goods which he was not able to find, disturbed only by those 
misfortunes which are the lot of man—illness and death. But for 
the unusual individual, one gifted beyond his fellows, there was 
no place. Where the Dobuans had all been so reared as to show a 
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high evidence of trauma, quite viable within their social circum- 
stances, but still readily identifiable, the Samoans were so reared 
as to obviate trauma in the sense of bad distortions of personality 
but also, by their insistence on slowness, on never acting beyond 
one’s years, on never bursting out above the usual, were pre- 
vented from any use of special gifts in the arts, in religion, in phi- 
losophy, or in science. h 

An even greater complication is introduced when we consider 
the Manus (25, 64, 65), who show such close resemblances to 
many emphases in our own culture. They do not, like the Samo- 
ans, emphasize a balance between need and fulfilment, between 
body and outer world, so perfect that almost all aberrant behav- 
ior—whether of initial receptivity to trauma or to blessing—is 
barred out, but, instead, live in a one-sided world in which intelli- 
gence, competence, a high standard of living, and an alert, in- 
quiring, interested attitude toward the outer world are main- 
tained by a method of child rearing in which competing tenden- 
cies, any desire to listen to one’s own heart, to see visions, to find 
beauty, remain well below the surface. Rorschachs of the Manus 
would show, undoubtedly, great impoverishment in the fantasy 
life. Observation of their way of life and study of their institu- 
tionalized kinship arrangements show that there are many human 
potentialities of which they make little, They work with an 
intensity and drive which accord but ill with life on the Equator. 
They die young. Yet in a society which offers no competing 
vision of another way of life from which the Manus, with his 
pattern of repression, is barred out, attention only to the degree 
of traumatization would not be a full answer. Rather, Manus may 
be seen as a culture which has a set of institutions and a method 
of learning that provide one of the possible fits between human 
impulses and social forms, when the relationships between all 
human beings, including mother and child, are construed in terms 
of intervening material objects, when the attention is directed 
outward to the observable relations between objects, and human 
intelligence is given free play to probe into and manipulate such 
relationships. h 

The cultures which show a high development of the symbolic 
life present us with the third problem. If we again consider Bali 
(10, 11, 52, 53, 54 57, 59), it may be described as a culture with 
a delicately balanced relationship between people and the en- 
vironment in which food and material goods were adequate, war- 
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fare and crime at a minimum, and the arts in a high state of devel- 
opment. Carving, painting, puppet-making, the construction of 
millions of beautifully devised perishable offerings from fruit and 
flowers, music which filled the air day and night, and dances 
which, when practiced by little children, were still subject to a 
highly self-conscious aesthetic standard filled most of their time. 
The satisfactions which the people derived from all these elabo- 
rate forms, whether as critical spectators or as practitioners, were 
such that they moved lightly, unfatigued, with a dreamy gaiety, 
through their lives into the next world, believing that a few gen- 
erations later, unremembered, they would come back into this 
world again, reincarnated in the same family. Learning was like a 
dance, and the learning followed the movements of the one who 
was skilled in the given art; violence and grief were dramatically 
expressed on the stage but were muted in real life. However, 
when we examine the way in which the little child learns to be a 
Balinese, we find a whole series of events which, interpreted 
within our psychiatric knowledge, seem traumatizing. The child 
is stimulated to expressions of emotion, and then, just before the 
climax, the mother turns away, leaving the child at first raging 
and despairing, later apathetic and sullen, finally committed to a 
relationship to people which will ever remain distant, wary of 
too much expressed feeling, yet sensuously rewarding, so that 
the Balinese has not only tolerance but pleasure in being packed 
closely together in crowds, body against body. The Balinese who 
is frightened falls asleep, a soft sleep neither overlimp nor over- 
rigid, but one from which it is hard to wake him. The Balinese 
who has to wait may curl up in a fetal position—and fall asleep. 
So acute is his awareness of each part of his body that a man 
watching a cock fight can be seen to be identifying not with one 
cock or the other but with the battle, which he re-enacts between 
his two responsive hands. A whole man may go into trance, or 
only the hand may be put in trance. Within his own highly 
elaborate system of time and space, he moves relaxed and grace- 
ful; in a totally unknown situation he is unable to act at all. On 
tests (1) the Balinese respond like schizophrenics, but they are 
functioning members of their communities. 

Any attempt to state Balinese culture in psychodynamic terms 
challenges all our knowledge both of social forms and of psycho- 
dynamics, even though the picture has the advantage o such 
apparent clinical clarity. One may say that this is a protected so- 
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ciety, on an island, far from the main roads of competition and 
war, with a set of historical institutions well advanced in devices 
for co-operative and ordered living, such as the village commune 
with its rotation of duties; a caste system muted to a situation in 
which the casteless people were also the great majority and the 
indigenous population; a light feudal rule which did not lay too 
heavy a hand on the resources of the people; a religious system 
which lacked any tendency to exclusiveness, dogma, or the cen- 
tralization of religious authority; highly developed crafts; writing 
and money and metals sufficient to make exchange and govern- 
ment easy. Add to this an artistic inheritance from peoples whose 
cultures were more complex and highly developed than they them- 
selves, from India, Southeast Asia, China (32); a religion with a 
philosophical system much more complicated than their own de- 
mands E complexity, so that one has the spectacle not of a people 
laboriously coping with an attempt to understand the universe— 
which characterizes most of the known high cultures of the world 
—but instead standing on tiptoe to see into the unknown through a 
set of windows already intricately designed by others. Then con- 
sider the delicate fit between bodily experience and articulate 
social form, so that not only is creeping articulately forbidden as 
animal behavior but infants are carried in such a way that the 
much greater emphasis on flexion than on extension is such that 
child specialists here feel that crawling behavior would not ap- 
pear in any case. Finally, it is possible to identify in Bali, as 
Gregory Bateson (7) has, a fit between social life and individual 
value system, in which the social life is seen not as the result of 
an unsteady balance, in which a political system somehow main- 
tains order through utilizing unrelated and sometimes diametri- 
cally opposed individual motivations, but as a higher-order fit, in 
which the premises of the society and of the individual are one. 
Or, responding to the question which Loretta Bender‘ has raised, 
of how many schizophrenics can a society absorb and survive, 
one might say that Bali had been able to absorb a much higher 
number of those who would be schizophrenic in other societies, 
until their special potentialities, seen now as one variant of human 
nature, had helped develop a social order which was self-perpetu- 
ating. To this all children born in Bali were exposed, they, in 
turn, absorbing, in posture and gesture and capacity to move 


4. Discussion by L. Bender at the 1948 annual meeting of the American Ortho- 
psychiatric Association in New York, at the Hotel Commodore, April 14, 1948. 
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within a highly protected, bolic system, something of the 
gem sad E ecial A ARINE he special EA of 
the potentially schizophrenic, fitting in with the phrasing that 
“schizophrenia is not so much a disease as a way of life.” In stud- 
ying Balinese culture, the details of childhood experience may be 
seen as a way in which a culture perfectly daped to the particu- 
lar constitutional needs of schizoid individuals is communicated 
to all human children, involving far greater trauma for some than 
for others, subduing all to a state where they do not threaten the 
pattern, and developing an insatiable demand for symbolic rather 
than immediate satisfactions, turning the schizoid hunger for a 
meaningful pattern into an appetite for the practices of living 
arts. 

A culture may be seen as the historically developed way in 
which the human potentialities for internally oriented, medially 
oriented, and externally oriented feeling-thought are regulated, 
canalized (72), and patterned. so that they may be learned, 
shared, and perpetuated, and individuals who share them may live 
together in societies. Margaret Lowenfeld’s World Test (48) 
provides a model of the process of fusion in the life of a patient, 
which occurs for most people in the ordinary course of human 
development in a coherent culture. The patient builds a three- 
dimensional world, conforming at least minimally to the time 
and space relationships on which human adjustment to external 
objects is based, using culturally provided symbols—small models 
of cows and crocodiles, lampposts and houses, policemen and 
cowboys-and so finds his place among the accultured members 
of his own society. 


PROBLEMS OF PREVENTIVE PSYCHIATRY 


Cultural materials provide the practicing analyst with data for 
enlarging his theoretical concepts and for sharpening his appreci- 
ation of the way in which his patients are representative ab their 
cultures or of the two or more cultures through which they have 
passed. But, while data on homogeneous, beautifully integrated 
cultures or lopsided, distorted cultures, meager and imperfect 
cultures, and cultures having emphases strongly contrasting with 
our own can all provide material to think with, the patient who 
reaches the consulting room at present is predominantly the 

roduct not of the failure of his culture to allow for his particu- 
ar gifts or to provide him with the appropriate set and sequence 
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of learning experiences but of culture change (23). This is par- 
ticularly true if we can separate from the whole class of patients 
who need psychiatric care those whose illness is due to disease, 
physical trauma, or identifiable physical basis for their condition, 
and deal only with functional disorders of the type which make 
the patient suitable for psychoanalytic treatment. It seems impor- 
tant to do this because the bulk of our theory comes at present 
from the prolonged observation of this particular group of indi- 
viduals whose disorientations and inappropriate learnings still 
leave them with the vigor required for an analysis. Every such 
patient may be looked at anthropologically as representative of 
the process of the rapid change and disorganization of our pres- 
ent-day society, very often a process which was already ex- 
pressed in cultural mismating and misrearing of pe and 
grandparents. A type of childhood conviction o sin which 
would have been adequately cared for in a religious system in 
which conviction of sin was a prerequisite of salvation is found 
associated with education which has destroyed all religious belief 
and the possibility of religious practice (22); a parental interdic- 
tion of masturbation which would have laid the groundwork for 
a successful life as a witch-burning Puritan father is found to be 
crippling within the permitted experimental sexual practices of 
present-day urban life; expectation of lifelong obedience and 
dependency on father and husband is incompatible with the de- 
mand that a woman be able to leave home and find work alone 
in a distant city. 

From BR 2 analyses of such cases the psychiatrist ob- 
tains the sort of detailed data on contemporary human needs with 
which he and the anthropologist can work together to make 
those inventions which will provide a new type of strength to 
individuals, a strength particularly necessary for a world in 
which distortion and discrepancy may be expected to increase. 
The need for these new strengths is likely at present to be ex- 
pressed by social scientists as a diatribe against one or another of 
our existing institutions—the family, the church, the wage system 
—and by psychiatrists as a diatribe against “the use of fear in child 
rearing,” “maternal rejection,” etc. When the ER of 
present individuals to rear children, or even live themselves, in a 
world they are unprepared for and the inadequacy of the institu- 
tions through which they attempt to live are stressed, the whole 
argument, seen psychologically, tends to revolve around the 
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question of trauma and the removal of circumstances which 
traumatize rather than around the need to create new institutions 
suited to a world which has never existed. In the civilizations of 
the past, in comparisons of homogeneous cultures in the present, 
we can study the ways in which each culture presents the new- 
born child with a setting in which some will be specially blessed, 
some exist in a state regarded as normal for that society, and some 
will be wounded beyond repair. But it is within the changing 
culture of the present, sail with the delicate, detailed knowl- 
edge of the consulting room, that we can set to work to devise 
ways not merely for preventing trauma but for developing indi- 
viduals with new forms of strength. And here a special kind of 
data can come from the psychiatrist’s practice, if he focuses not 
only on trauma but also upon gaps in the experience of his pa- 
tients, if he asks what behavior is required of individuals for 
which they have had not the wrong preparation, not a series of 
threats where rewards would have been better, not an isolated 
experience of parental intercourse uncorrected by a dozen other 
corrective experiences, but no experiences at all. 

The model for such gaps can be found in the experience of 
institutional children, who grow up unable to form stable family 
connections and, in turn, produce more inmates of institutions. 
What must be done to provide the growing child with models of 
behavior which those around him cannot, in the nature of our 
society, adequately represent? We have plenty of material on how 
to rear a cheerful little cannibal, for whom a gentle responsive 
mother would be a very poor preparation; on how to rear an in- 
dividual who will ask his father’s approval for his acts until he 
dies, for whom parental goads to early independence would be 
most unsuitable; but we know practically nothing about how to 
rear individuals who will live in a world which can barely be 
guessed at, most of the details of which are still unknown. Erik- 
son (23) has pointed out the way in which the need to be ready 
to move at a moment’s notice or stay where one is forever has 
been built into American character structure over several gener- 
ations. But the next step will be to devise those steps in child rear- 
ing, in feeding, and nursery-school education in counseling agen- 
cies spaced throughout the critical periods of life. We need meth- 
ods of re-educating the grandparent generation so that they, dis- 
oriented by children and grandchildren of whose like they have 
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no experience, may not themselves feed back their disorientation 
and despair into the society. 

Self-demand feeding—a practice which has come into modern 
American life from the combined insights of the psychiatrist, the 
child psychologist, and the anthropologist—is an example of such 
a form of scientific co-operation. Self-demand feeding is no re- 
turn to a primitive past, no reinstatement of a mother-child rela- 
tionship which has been the bulwark of earlier forms of society. 
It is a new invention, through which mothers, for the first time 
in history, are able, with clock and chart, to discover and institu- 
tionalize the particular rhythm of each newborn child, so that 
the child may experience a new form of relationship between its 
own impulses and the demands of an ordered society. In earlier 
forms of society, the most lovin; mother had either to remain in 
a form of purdah with her child or sometimes to leave it hungry 
because she had no way of knowing when it would be hungry or, 
alternately, she had to teach the baby to “want to be fed” at 
stated intervals. These both were viable ways of rearing children, 
but they lacked the possibilities for strength presented by self- 
demand feeding in which the impulses of the child and the exac- 
tions of modern scheduled society are fitted together, neither 
denied at the expense of the other. At present, neither the sched- 
uled baby so common in urban American society nor the per- 
missively, casually unscheduled baby found in the rural lower 
class is prepared to meet the demands of modern life. The sched- 
uled baby will be too rigid to function fully, the casually in- 
dulged too undisciplined. In the child fed by self-demand we 
hope, not to eliminate a trauma, not to correct a defect, but to 
fill a gap, a gap in the present methods of child rearing, once 
adequate and now inadequate. $ 

Preventive psychiatry may be narrowly conceived as getting 
at problems in an early stage or widel conceived as the psychi- 
atric contribution to'a new venture of constructing new cu tural 
forms, from within which individuals of hitherto nonexisting 
types of strength—and doubtless new vulnerabilities also—will 
emerge to put into practice our rapidly developing body of in- 
sights about human nature. 

Social change takes place today on a world stage, and in each 
country the insights and practices of physician and social scien- 
tist are only a part of the whole changing climate of opinion 
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within which men are seeking to come to firmer grips with the 

forms of their culture. But these insights and practices are never- 

theless significant and may, perceptively and responsibly exer- 
_ cised, sometimes be crucial. 
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CLINICAL PSYCHOLOGY 


Davin SHakow, Pu.D. 


cut way. If defined too broadly, its scope overlaps con- 

siderably with related fields, such as psychiatry; if defined 
narrowly, it does not cover areas which are at present definitely 
within the range of activity of clinical psychologists. In a period 
of remarkable public interest in the general area of mental health, 
a restricted = rigid definition ieee also tend to hinder natural 
growth. 

It can, however, be said that clinical psychology is concerned 
with the psychological adjustment problems of the individual— 
more Be with the determination and evaluation of ca- 
pacities and characteristics relating to adjustment and the in 
and application of psychological techniques for improving ad- 
justment. Clinical psychology apprends these problems from 
the point of view and with the skills of its particular training, just ° 
as adjustment problems are approached by other interested dis- 
ciplines according to their own background and training. 

Clinical psychology as a field in its own right had its begin- 
nings in 1896, when Lightner Witmer set Pp a Psychological 
Clinic at the University of Pennsylvania (2). This step was taken 
in the setting of a general psychology which has a ‘long past” 
dating from the very beginnings of phi osophy, but only a “short 
history,” starting about the third quarter of the nineteenth cen- 
tury, as a field for scientific study. Against a background of aca- 
demic psychology—a psychology that was almost entirely con- 
cerned with general laws, particularly those relating to sensation 
and perception—Witmer applied some of the methods of the 
laboratory to the problems Ep the individual case. An approxima- 
tion of what has since become known as the “team” approach in 
the psychiatric area was early adopted by the Psychological 
Clinic at the University of Pennsylvania. Physicians, especially 
neurologists, collaborated with the psychologists at the clinic in 
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the study of cases, and there was an early and continuing use of 
social workers. 

During the period in which the University of Pennsylvania 
Psychological Clinic was developing, other factors were at work 
which played roles of varying importance in the growth of clini- 
cal psychology. Prodromal signs of the Binet development had 
appeared earlier, but it was not until 1905, with the publication 
of the first form of the Binet-Simon test, that the influence of this 
instrument became marked. 

Beginning with the latter part of the nineteenth century and 
through the early part of the twentieth, a most important devel- 
opment was taking place in the field of psychiatry which had a 
considerable influence upon the course of clinical psychology. 
The functional point of view was becoming more and more 

rominent through the activities of such men as Charcot and 
en but most particularly of Freud, abroad, and Meyer in this 
country. 

This trend toward a functional point of view led to the devel- 
opment of another type of clinic in the United States. In 1909, 
William Healy, in association with the Cook County Juvenile 
Court of Chicago, started a Behavior Clinic for the study of de- 
linquents (6). It is from this development that the child-guidance 
movement ordinarily dates its origin. Healy had been impressed 
by Witmer’s clinic, but his general approach was in many ways 
quite different. The approach to the problem that Witmer de- 
veloped has had an important but limited. effect on the develop- 
ment of clinical psychology, determining its pattern only in the 
early days. On the other hand, Healy’s approach has had a more 
pervasive effect on clinical peyohaliiay especially in its latter 

hases. Witmer’s consistent concern was with educational prob- 
ems, primarily those of the mentally defective. This emphasis on 
the intellectual-cognitive aspects of personality naturally led 
mainly to contact with the educator in the setting of the school 
or institution for the feeble-minded. Healy’s primary emphasis 
on the affective aspects of personality involved a broader study 
of the individual and contact with a much greater variety of 
social agencies and institutions and called for a more profound, 
dynamic py aekey: 

A development paralleling the development of these clinics, 
and one that is of some importance in the history of clinical psy- 
chology, was the establishment of psychological laboratories in 
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hospitals for the mentally disordered, beginning as early as 1894 
in this country (21). The McLean Hospital, St. Elizabeth’s Hos- 
pital, the Boston Psychopathic Hospital, and the Worcester State 
Hospital are among the outstanding early examples. In some re- 
spects the work in these institutions followed along more con- 
servative academic, experimental lines. Other aspects of their 
activities helped to broaden considerably the range of A ape 
of test devices. In these centers, too, there was an early associ- 
ation of psychologists with psychiatrists, both more extensive and 
intensive than that found in the Witmer type of clinic. 

From these beginnings the scope of activity of clinical psy- 
chologists during the last fifty years has been quite broad. ‘This 
range includes, besides work in child-guidance agencies, work in 
psychiatric hospitals, mental hygiene clinics, vocational guidance 
centers, school systems, student personnel services, cee 
schools for the delinquent, general hospitals, neurologica hospi- 
tals, hospitals for the tubercular, nursery schools, case-work 
agencies, schools for the handicapped, and agencies working with 
the alcoholic and with the aged. 

Since, as has already been pointed out, some of the areas cov- 
ered by psychology are overlapping, whereas some are distinc- 
tive, it should be instructive to consider the relations of the psy- 
chologist to the other members of the staff in the psychiatric 
setting. ; 

When the team approach was first put into practice, what hap- 
pened typically was what generally happens in new develop- 
ments where the participants are relatively untrained. Simplicity, 
naïveté, and specialization of the highest degree characterized 
the organization. The psychiatrist as physician made a physical 
study of the patient; the social worker went out into the commu- 
nity and conducted a social investigation, which resulted in a 
social history; the psychologist gave the mental tests. When the 
physical, social, and mental-test studies were completed, an eval- 
uation conference, attended by all three, was held, and on the 
basis of the pooled findings the psychiatrist carried out the indi- 
cated therapy with the patient. The patient was usually a child, 
since it was almost exclusively in child-guidance clinics that the 
team approach was the standard practice. If, in addition to per- 
sonal therapy, environmental modifications were indicated, the 
social worker was called upon for this additional activity. 

Tt soon became obvious that others besides the patient proper— 
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usually the mother—also needed therapy. This task naturally fell 
to the social worker, since she had already established contact 
with the outside community. The limited scope of the psycholo- 
gist’s activity was broadened somewhat when it was recognized 
that certain problems, such as those of speech or reading diffi- 
culty, were fundamentally re-educational problems. These were 
turned over to him as the person best versed in educational pips 
cedure. It developed, however, that speech and reading problems 
were not mere matters of tutoring or habit training but were 
integrally associated with personality difficulties. Since these 
problems were already in the psychologist’s hands, it was natural 
for him to continue with them at this broader level, and so the 
way was opened for the psychologist to work with related prob- 
lems of general personality therapy. With the gradual broaden- 
ing of the field of the other members of the team, the psychiatrist 
extended his own field to include occasional work with the adults 
in the child patient’s environment. Under these circumstances, it 
was natural for the social worker to feel that age was not a rea- 
sonable basis for distinction in her own treatment work, so she 
began working with children. And the psychologist, on the 
same general grounds, began to work therapeutically with par- 
ents. 

Thus what started off as a group whose members each had a 
very specialized and compartmentalized function became in 
practice a group of persons having overlapping and sometimes 
Er similar functions. This overlapping also resulted in the fact 
that frequently all three members no longer worked on the same 
case together. Sometimes only one, more frequently two, and, 
relatively less frequently, all three disciplines were involved in 
dealing with the same case. 

Under these circumstances, what is the division of responsi- 
bility which the team situation now calls for? In answering this 
question, we must recognize that two important factors are in- 
volved. The first is the obvious one of the nature of the trainin; 
provided by each of the disciplines. The second is a factor whic 
is sometimes neglected in formal discussions of the problem but 
which is of paramount importance in the practical setting. I refer 
to the personality, interests, and special abilities of the individual 
staff member. In a field where personality factors play such an 
important role and where variations in the special background, 
interests, and abilities of workers are so great, the needs of the 
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patient demand that both these factors be given due consider- 
ation. 

We can best indicate the division of responsibility and activity 
among the members of a clinic whose workers are equally well 
trained in their particular specialties by the consideration of each 
of the six major functions of a clinic’s activity: diagnosis, re- 
search, teaching, consultation, community relations, and therapy. 

In relation to diagnostic work, each member of the team natu- 
rally makes the important diagnostic contributions which arise 
from the traditional approach of the discipline he represents: the 
psychiatrist, the medical-psychiatric; the social worker, the social 
and developmental data, which come from the family back- 
ground history; the clinical psychologist, the psychological data, 
which come from psychological tests and situational studies. 

In the research sphere each profession will have problems 
which fall within its own field and will wish to work with these 
relatively independently. Problems requiring co-ordinated attack 
are taken care of by representatives of the disciplines involved. 

With respect to teaching, each profession under ordinary cir- 
cumstances takes care of its own group of students and also car- 
ries the responsibility for that program of training in its own 
Aes which is laid out for the students and staff workers in other 

elds. 

In the sphere of consultation (with representatives of other 
agencies, professional persons, and parents) each profession natu- 
rally takes care of the problems which are most relevant to its 
major competence. Problems of intellectual status, developmental 
stages, special abilities, and defects are usually the task of the 
psychologist; problems of a social and socioeconomic type, the 
task of the social worker; and problems of psychiatric and psy- 
chosomatic character, the task of the psychiatrist. 1 

Community relations, which involve contact with other social 
agencies, with professional persons—such as ministers, ge 
and teachers-and with the lay public, are best esta lished by 
each profesion in its own field in so far as lectures and other 
group contacts are concerned. Presumably any of the members 
of the staff would be prepared to give talks on the general prob- 
lems of mental hygiene. 

In relation to therapy, all three types of workers concern 
themselves with one or another of the various forms of psycho- 
therapy, with an understandable concentration of effort by the 
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social workers on cases where the problems are mainly social, by 
the psychologist where they are mainly educational, and by the 
psychiatrist where they are primarily psychosomatic. 

Although in the six major clinic functions there is participation 
by all the disciplines, in three of these functions—namely, thera- 
py, research, and community relations—one or another particular 
discipline is more prepared by training and predominant interest 
to take the major role. 

The leadership in therapy rests in the hands of the psychiatrist 
because of his medical background, with its social and legally 
recognized responsibilities for treatment, and because of his great 
concern with this problem. The leading role in research would 
generally fall most naturally to the psychologist because of his 
special preoccupation with this aspect and because of his training, 
which places emphasis on investigative approaches, Predominant 
concern with community relations is the obvious responsibility 
of the social worker because of her extensive community con- 
tacts, her wide acquaintance with social organization, and her 
concern with the social forces in the community. 

A clinic organized to take advantage of the different special- 
ized backgrounds of the disciplines involved, as well as of their 
common skills, and, in addition, to take advantage of the special 
background and competence of its individual staff members can 
be said to meet the true meaning of the “team” approach. Such 
an approach involves a co-ordinated attack based on co-ordinated 
thinking about the mental hygiene problems of the individual 
and the community. 

I have mentioned the range of activities that the psychologist is 
involved in as a result of his special training. It would be profit- 
able to examine this training briefly, The last several years have 
seen much preoccupation with the problem of training in clinical 
psychology, A prear variety of influences both from within and 

rom without the field have caused clinical psychology to call 
upon its practitioners for competence in three major functions: 
diagnosis, the use of proeedures directed to acquiring knowledge 
about the nature and origin of the psychological conditions un- 
der investigation; research, the systematic experimental or clinical 
attack upon specific problems for the advancement of knowl- 
edge; and guidance and therapy, the study and use of techniques 
for improving the condition of the person who comes for help. It 
is toward competence in these three functions that training in 
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psychology is being more and more systematically directed at the 
present time. 

The generally accepted pattern of training of the clinical psy- 
chologist is that proposed in the report of the Committee on 
Training in Clinical Psychology of the American Psychological 
Association (1). This program is the natural outgrowth of a long 
series of efforts, arising mainly in field centers (16), to systema- 
tize the training which had remained in an unorganized state for 
a long time. The extensive and more intelligent use of psy- 
chology during the second World War and the development of 
the Veterans Administration (15) and the United States Public 
Health Service (3) programs gave already going efforts a great 
impetus and era in the adoption of a general program. The 
pattern followed has been somewhat different from that of psy- 
chiatry, in that it has emphasized more the development of exist- 
ing university departments as central clinical training centers and 
has encouraged the integration of field training centers into the 
university programs (5). Although several suggestions for the 
establishment of special professional schools in clinical psycholo- 
gy have been made, present opinion seems to favor working 
within the framework of existing university departments of psy- 
chology expanded to meet the special needs of clinical psy- 
chology. 

One of the problems of the past which is being given careful 
consideration at present involves the recruitment and selection of 
potentially able clinical psychologists. The importance for clini- 
cal work of good personality characteristics as well as high intel- 
lectual qualities is receiving recognition (11). 

Until psychology becomes fairly well known as a field of vo- 
cational choice, it is unlikely that undergraduate prerequisites 
for clinical psychological training will be made as definite as 
those now current in medicine. Even then, it is questionable 
whether rigid prerequisites will ever be established. The desira- 
bility of a broad scientific and humanistic background is recog- 
nized. This is expected to include an acquaintance with the 
principles of science, physical, natural and social, and with the 
principles of logic; an acquaintance with world literature, par- 
ticularly in the field of biography and character cae dg and 
an acquaintance with broad cultural and humanistic fields. Ex- 
perience with varied human settings such as comes from contacts 
in factory or field is considered an asset. Only enough of the 
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elementary aspects of psychology are included in the under- 
graduate program to give the student a real “feel” for the con- 
tent of psychology. 

The actual program of training consists of a graduate-level ` 
four-year course which leads to a doctoral degree (1). This is 
ordinarily followed by five years of experience, at least half of 
which is spent in a recognized training center. Such a program 
makes the candidate eligible for the examinations of the Ameri- 
can Board of Examiners in Professional Psychology, which issues 
diplomas of specialization in clinical psychology. 

The a of the psychologist in the psychiatric set- 
ting will be discussed in relation to the three major areas already 
considered in the description of team activities and training, but 
mainly in relation to two of them, diagnosis and research. 

It is probably fair to say that there is, on the one hand, a 
tendency on the part of the psychiatrist to pay too much atten- 
. tion to diagnostic contributions from the psychologist and, on 
the other, not to take these contributions seriously enough. In 
the field of psychiatry, where diagnosis and judgment depend so 
much on qualitative bases, it is natural to place rather exaggerated 
importance on quantitative scores of some aspect or other of 
the Pe when these are made available. On the other 
hand, owing to the fact that the qualitative observations of the 
psychologist frequently fall into ie same general categories as 
those of the psychiatrist, there may be a tendency to pay less 
attention to this aspect of his contribution. 

In the diagnostic’ realm what questions should be put to the 
psychologist to which he may legitimately be expected to have a 
reply? Before answering this query, it should be understood that 
the answers which the psychologist gives should ordinarily be 
considered to be of suggestive, complementary, or corroborative 
significance in the context of findings provided by a number of 
disciplines. Only occasionally can they be considered definitive. 
Frequently, the covert psychological examination provides data 
on characteristics and traits which are not elicited by the ordi- 
nary overt psychiatric examination. 

The psychologist, on the basis of the diagnostic devices which 


1. By “diagnostic,” the author means, of course, a good deal more than mere 
“pigeonholing.” Diagnosis is here concerned with the origin, nature, and espe- 
cially the dynamics of the conditions under study and with suggesting hy- 
potheses as to outcome under varying forms of disposition. 
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he uses, can with varying degrees of completeness and assurance, 
depending on the problem and the conditions of the examination, 
provide answers to questions which fall into four major areas: 
intellectual aspects of the personality, affective-conative aspects 
of personality, certain aspects of diagnosis, and certain aspects of 
disposition. 

In the intellectual sphere some of the questions may be: At 
which level of intellectual activity is the patient functioning? 
What relationship does this level have to his optimal level? What 
specific intellectual abilities and disabilities does he have? 

With respect to the emotional-activity aspects of personality, 
the questions may be: What are the patient’s fundamental traits 
and characteristics? What are his dominant preoccupations? 
What are his latent trends? How much do these characteristics 
aid or hinder the achievement of his intellectual or other capaci- 
ties? 

With respect to diagnosis, such questions may include: What 
kind and what degree of disturbance does he manifest in intel- 
lectual functions generally and in specific functions, such as 
memory, reasoning, OF association? What kind of syndrome do 
the psychological tests show? What evidences of change in func- 
tion does he manifest now (e.g., following a course of therapy or 
a long illness) as compared with his functioning at an earlier 
period? 

With respect to disposition, the questions may be: What edu- 
cational recommendations can be made? What vocational recom- 
mendations are indicated? What are the prognostic possibilities 
of the use of his capacities in a vocation or in education or in life 
generally, with or without therapy? £ 

The above are broad questions, the answers to which depend 
on the use of a variety of psychological procedures. Some of 
these procedures or devices attempt to obtain information pri- 
marily on intellectual functioning, some on emotional func- 
tioning. : 

The essential scientific methods available to both psychiatry 
and clinical psychology are, of course, naturalistic observation 
and experiment.? The former is the naturalist’s standard approach, 
in which conditions are accepted as given and generalizations are 
made from selected observations. The latter, on the other hand, 

2. A more detailed discussion of the investigative methods of the ychologist 
will be presented later in the context of a consideration of research. 
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attempts to set up the conditions to be observed, trying in so far 
as possible to control all variables but one, and then to make gen- 
eralizations. 

In the field of psychology a widely used method has developed ` 
which falls somewhere between these two. I have reference to 
the use of tests. This method resembles the experiment, in that 
the conditions are set up by the experimenter but the control of 
the variables is only moderately achieved. Various forms of statis- 
tical control have, therefore, to be introduced as substitutes for 
the experimental controls. 

If we compare the methods used by psychiatry and those used 
by clinical psychology in the diagnostic realm, it appears that the 
predominant method used in psychiatry is that of naturalistic ob- 
servation, whereas that of clinical psychology is testing. In the 
case of psychiatry, one deals mainly with the case history, which 
consists essentially of observational data obtained vicariously 
through relatives and acquaintances or from self-observation by 
the patient. These data are recorded either by the psychiatrist 
himself or by a social worker. In addition, the psychiatrist makes 
use of clinical observation, that is, contemporary observations 
made either by himself or by his surrogates, such as nurses. 

The psychologist, although he depends on clinical observation 
to some extent—I refer to the observation of behavior during the 
course of the examination—places major dependence on testing 
procedures. In order to make the tests informative and depend- 
able, three types of controls are set up: pre-examination controls, 
examination controls, and postexamination controls. These con- 
trols are set up in order to reduce the amount of dependence 
placed on the observer. Not having these controls, psychiatry 
puts a tremendous burden on the observer as the recording and 
evaluating instrument. Although the burden on the psychologist 
still remains great, these control devices help to reduce the 
amount of this dependence. 

Let us examine the various types of control in order. The pre- 
examination controls involve the standardization of tests, in rela- 
tion to both material and methods, until satisfactory criteria of 
adequacy have been met. With few exceptions, acceptable test 
devices go trough a long period of preliminary study and trial 
before they are finally mean for use. A large body of tentative 
material is worked through, and final selection of content is made 
on the basis of the discriminative quality of the items to evaluate 
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the function tested. In addition, considerable experimentation 
goes on with respect to the manner of presentation of the mate- 
rial, resulting in a standardized set of instructions. By these meth- 
ods there is achieved at least some reduction in the variables 
which might be introduced by the observer or examiner into the 
situation. 

The second of these types of control—those established during 
the examination proper—relates to the problems of “representa- 
tiveness” and “optimity” of results. It is concerned with the de- 
termination of where the patient’s present performance places 
him in relation to his potential present performance and to his 
fundamental capacity. An attempt is made here to determine 
how good a sample of the patient’s optimum ability, in so far as 
tests are able to get at these capacity-capability levels, has been 
obtained during the present examination. 

Psychometric determinations, even more than physiological 
determinations such as oxygen-consumption rate and blood pres- 
sure, are affected by the condition of the subject during exami- 
nation. It is therefore essential to evaluate the adequacy of the 
examination results. If these are reasonably close to the optimum 
performance of which the subject was capable at any time, they 
may be considered both optimal and representative. If the results 
obtained are the best which the patient can obtain during the 
more or less immediate period of the examination (and if, at the 
same time, they are lower than those he could obtain at the time 
of his best performance), the results may be considered repre- 
sentative but not optimal. A consideration of the many factors 
which must be taken into account in arriving at this important 
judgment will make the distinction between the two clearer. 

The factors disturbing representativeness are generally of a 
temporary nature. Some are under the partial control of the sub- 
ject: effort, interest, self-confidence. Others are almost entirely 
outside the subject’s control: a psychotic episode (temporary 
manic, excited, or hallucinatory conditions), an emotional upset, 
marked anxiety, physical handicap (loss of sensory aids, such as 
glasses, etc.), passing physical illness (headache, etc.), fatigue, 
poor test conditions. 

The actual quantitative changes produced by these temporary 
factors, that is, the unrepresentativeness, is to be seen in their 
effect on mental age in various groups. In a study (19) carried 
out on a variety of mental disorders, the average additional de- 
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crease in mental age level, over and above the effect of the dis- 
order, was found to be about 13 per cent. The decrease varies | 
considerably, however, with the type of mental disorder. Thus in 
a feeble-minded group having an associated psychosis, the differ- 
ence was negligible, whereas in chronic alcoholism with psycho- 
sis it was about 20 per cent, and in dementia praecox, simple 
group, about 30 per cent. The importance of taking into account 
the factor of representativeness is thus hie indicated. 

The optimity of the examination is affected not only by all the 
factors of a temporary kind mentioned in the discussion of repre- 
sentativeness but also by a group of factors of a relatively perma- 
nent nature, such as physical disability (uncorrected deafness, 
paralysis, etc.), psychotic state of a prolonged type, chronologi- 
cal age beyond approximately forty, and language disability. 

A judgment of “unrepresentative” or of “not optimal” is not, 
of course, automatically made when some or even all of these 
factors are present. Rather, the examiner should consider the 

. presence of such factors as cues for further investigation. He 
must then examine them carefully in relation to test performance 
and evaluate the role which each may have played in affecting 
the results, It is conceivable, though not actually likely, that 
many of these interfering factors may be operating and the exam- 
ination results be evaluated as optimal. 

For purposes of illustration, let us take one of the factors— 
chronological age. Numerous studies (13, 14) have indicated 
that certain psychological functions begin to show a decline at 
approximately the age of forty. The curve of function is, of 
course, based on an average tendency in the general population. 
In’some persons the decline comes earlier, in some later. It is im- 
portant for the examiner to be aware of this contingency in order 
to evaluate the performance of the particular subject with respect 
to the possible effect of age on performance. If the evidence, 
such as a considerably lower proportionate score on immediate 
memory items as compared with the score on reasoning items and 
vocabulary, is in the direction of decline, then a lack of optimity 
is indicated. 

In relation to this problem the most difficult factor to evaluate 
is the effect of a disorder. As stated earlier, when the patient 
is in a psychotic or other disturbed episode, the representativeness 
should be questioned, but when the disordered state is more per- 
manent, the optimity is also questioned. It is obviously difficult to 
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distinguish between, or to set arbitrary limits for, episodes and 
‚more permanent states. The examiner must keep in mind the 
primary purpose of making these judgments, namely, to evaluate 
fairly the person’s psychological capacity. At the same time, it is 
necessary to determine his functioning ability, i.e., what he has to 
work with at the present time. If, from all the evidence available 
with regard to his psychotic condition, the pe performance 
today is the best he would be likely to ac ieve during the ap- 
proximate period of the next several weeks or more, then the 
examination is considered representative. A statement to this 
effect means that, in the opinion of the examiner, the patient is 
functioning at a level of performance as high as he is likely to 
attain if examined during the reasonably near future. When the 
examiner, however, has some basis for bokevine that the patient 
could achieve a higher level of performance within such a period 
of time, he must consider the examination unrepresentative. 
The judgment of optimity in relationship to mental disorder is 
particularly difficult and requires a kind of clinical judgment - 
which only extended clinical experience can provide. The ques- 
tion placed before the examiner here is really: What more or less 
permanent effects has the disorder had on the psychological func- 
tions which prevent the present measure from being as high as 
the highest which the person would have obtained at some earlier 
time, i.e., at a period of optimum performance? If there is any 
evidence in the history or psychiatric record or internal evidence 
in the test itself that the best performance has not been obtained, 
the examination is not considered optimal. It must again be 
stressed here that the presence of mental disorder does not ipso 
facto result in the judgment of “unrepresentative” or “nonopti- 
mal,” Occasionally there are cases of even long-standing psycho- 
ses in which some of the functions measured by tests appear to be 
little or not at all affected. 4 
Representativeness is, of the two, the more easily determined. 
Optimity can to some extent be gauged from internal evidence 
provided by the tests, but to a greater degree it is determined 
from the factors mentioned above, together with an evaluation 
of the educational and vocational achievement and, when avail- 
able, previous psychometric results. er } 
The third type of control is the postexamination control. This 
has to do with the problem of norms, relating the performance of 
the patient to that of other persons in a particular group. With 
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few exceptions, tests are not considered adequate until explicit 
norms of this kind have been established on certain samples of 
the population. 

There is need for care in sampling the group in order to avoid 
bias. If we wish to be able to say that X is better or worse than 
the average, and perhaps even say how much better or worse, 
then we must be sure that our average is a real average and not 
due to age, sex, race, personality, or occupational or other forms 
of selection. Complicated statistical methods for selecting ade- 
quate standardization groups, which we need not go into here, 
have been developed. Any group may be used for standardization 
purposes if it is clearly ehee and carefully selected. Usually 
the norms are based on a variety of samples. To give a few exam- 
ples, they may be age norms established on persons of different 
ages or autogenous norms based on racial, handicapped, or diag- 
nostic groups. 

Scores obtained by subjects may be expressed in norms in a 
variety of ways. Norms may be given in terms of age. In this case 
a statement is made about the score being the equivalent of such 
and such a chronological age or mental age level (or a derivative 
of this in terms of I.Q. level). In other cases the norms may be 
given in terms of centile standing or in quintiles, quartiles, or 
deciles. We may say, for instance, that a person’s score falls into 
the lowest quartile of those for his age group. In still other cases 
the norms may be given in terms of standard deviational units, a 
statistic which is particularly adaptable to the kinds of distribu- 
tions of functions which are obtained in psychological studies. 
An individual score could be described as falling one standard 
deviation above the average score of the group, which would 
mean that it falls at about the upper 15 per cent mark. 

The important point for our purpose, whichever norms are 
used, is that dependence is not placed on the individual examiner's 
privately established norms (in other words, his “judgment”), 
but rather upon objectively obtained criterion data. Any ade- 

uate estimate of a subject’s psychological capacity must there- 

ore be based on an laon in terms of two standards: Where 
does the person stand in relation to the group? Where does he 
stand in relation to his optimum self? 

The difference in the predominant emphases of approach of 
psychiatry and psychology to the problems of the study of the 
person makes a combined attack by the two disciplines desirable. 
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Although there is indeed some overlapping in the methods used 
and in the area covered, the major differences lead to obtaining 
both complementary and supplementary data with checks and 
counterchecks. In an area RRE the difficulty of obtaining de- 
pendable data is relatively great and the phenomena dealt with 
complex and difficult, the need for such control is obvious. 

In emphasizing the “objective” character of tests, it is not my 
intention to minimize the importance of the “subjective” con- 
trols. These controls are essential if the greatest RE e is to 
be gotten from the objective characteristics. Psychological exam- 
ining is not a matter of machine-tending; it is a complex human 


‘relationship calling for all the skills and sensitivities demanded by 


any situation requiring the establishment and maintenance of rap- 
port. The examiner must recognize when tests are called for and 
when they should not be used. He needs to know what tests and 
combinations of tests are required in specific problems, and what 
their limitations are, as well as their strengths. Besides having an 
insightful knowledge of the diagnostic and rognostic aspects of 
his test findings, the examiner must be sensitive to their therapeu- 
tic implications. In fact, it is necessary that he have a “therapeutic 
attitude” in his testing, that is, one which avoids probing and the 
carrying-out of misplaced therapy. In keeping with good testing 
procedure and without violating the controls, he must leave the 
patient better rather than worse for the test experience. The 
examiner must have a sense of balance between the extremes of 
rigorous, pedantic exactness and slovenly “guessing.” He must 
recognize that different problems lend themselves to diftong 
degrees of control and that there are times (in certain stages o: 
development of a problem) when a rough negative correlation 
appears to obtain between psychological significance and degree 
of control. While always working for reasonably greater control, 
he must be honest both in designating the degree obtained at the 
particular time and in admitting ignorance and tentativeness 
when such are the case. The psychologist must have enough secu- 
rity, on the one hand, not to escape into exactness about the insig- 
nificant and, on the other, not to escape into meaningless pro- 
fundities because he is overcome by the complexity and difficuli 
of the significant, He must have a sense of responsibility about his 
test findings—an appreciation of the fact that they make a real 
difference to a particular individual and to those involved with 
him. The psychologist must recognize that he carries this respon- 
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sibility as well as the broader social-scientific one of awareness of 
the research implications of his findings for advance in a field 
which needs much further work. 

Having considered the general principles of testing, we may 
now discuss some of the available tests. The degree to which psy- 
chological testing has permeated our culture in the last Be 
years is striking. ‘There are in existence at least five thousand dit- 
ferent tests of a psychological nature. An estimate made recently 
indicates that in 1944 some sixty million psychological tests were 
given to twenty million persons. For our purposes it is sufficient 
to become acquainted with the general categories of tests and to 
understand something about the most prominent tests used in the 
psychiatric clinical setting. I shall therefore consider first the 
problem of the classification of tests. 

Tests are designed not only to study different functions, an 

„aspect which we shall take up shortly, but also to study various 
groups of persons. These may include persons in different age 
ranges; groups of persons with different kinds of handicaps, such 
as deafness, blindness, psychosis, and neurosis; groups having spe- 
cial vocational characteristics. Some tests are intended for persons 
at a high level of functioning, some for persons at a low level; 
some tests use language as a means of communication, others de- 
liberately avoid the use of language, employing instead other 
types of symbols or performance.’ Some tests emphasize under- 
lying capacity, whereas others deliberately attempt to study the 
achievement or ma eli knowledge of the person. Again, some 
tests er intellectual characteristics, whereas others are pri- 
marily devoted to a study of nonintellectual or affective aspects. 
Some are intended for individual administration, whereas others 
are intended for groups. 

We are here concerned primarily with those tests that attempt 
to measure characteristics that appear mainly to derive from un- 
derlying capacity and from the natural maturation of the organ- 
ism, rather than with tests that are directed at determining the 
level of achievement derived from specific training. In the latter 
category fall those tests which attempt to measure educational 
achievement, skills in school subjects and vocational fields. 

The capacity tests may be divided into four major groups: 
psychomotor, intelligence, nonintellectual aspects of personality, 
and special aptitudes. 

Psychomotor tests generally deal with simple functions, such 
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as steadiness, speed of tapping, and reaction time. Ordinarily, 
tests of this kind are little used in the clinical psychiatrie setting 
except when organic functions appear to be affected, 

The next major category, tests of intelligence, is one of the 
most important. This area is, in fact, the most highly developed 
area of the testing field. Intelligence tests fall into two major 
types: those dealing with composite aspects of intelligence and 
those dealing primarily with single aspects of intelligence. Among 
the former are such tests as the Stanford-Binet (25) and the Ter- 
man-Merrill (26)—respectively the 1916 and 1937 revisions of 
the Binet—and the Wechsler-Bellevue (28). Here also are in- 
cluded group tests of intelligence, such as the Otis Self-adminis- 
tering Test of Mental Ability and the Miller Mental Abilities 
Test. Among the individual tests falling into the second type of 
this major category are special tests of such single functions as 
thinking and memory. Commonly used tests of this kind are the 
Vigotsky Test (4), a test of conceptual thinking, and the Wells 
Memory Test (23). ; 

A third category involves those tests dealing with nonintellec- 
tual aspects which have loosely been called “personality” tests. 
These are mainly of two types: questionnaire and projective. 
The questionnaire type, of which the Thurstone Personality 
Schedule and the Bernreuter Personality Inventory are good 
examples, provides descriptive statements with regard to person- 
ality and asks the person to identif himself with either the pres- 
ence or the absence of the attitude or behavior described. The 
responses are scored according to available norms. In general, 
tests of this kind have many defects—primarily in that they tend 
to elicit unconscious halo effects—and have therefore only limited 
usefulness. The projective tests of personality are amon the 
most important devices available. In recent years they have taken a 
very prominent place in the batteries of tests used in the clinical 
setting. The major instruments in this area are the Rorschach 
Test (12), which emphasizes the formal characteristics of per- 
sonality, and the Thematic Apperception Test (17), which em- 
phasizes the content aspects. The we -known Word Association 
Test is one of the earliest forms of projective test. i 

The last category under this major grouping of capacity tests 
is the one concerned with tests of special aptitudes. These tests 
aim to get at underlying aptitudes for special fields, such as art, 
music, mechanics, medicine, and aviation. The test items are 
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based on an analysis of the major functions necessary for the 
achievement of particular vocational and avocational goals. The 
attempt is made to determine potential skill in these fields before 
the person has had any actual training in them. In the clinical set- 
ting these tests are relatively unimportant. Further, the tests 
themselves have reached only a limited stage of development. 

We are now ready to consider some outstanding examples of 
tests in the intelligence and personality areas. 

We may take two examples of the individual intelligence test— 
the Revised Stanford-Binet Intelligence Scale and the Wechsler- 
Bellevue Intelligence Scale. In 1916 Terman published the first 
Stanford Revision of the Binet Test, and in 1937 the further revi- 
sion here referred to. The test is designed to determine the gen- 
eral level of mental ability of the person tested. It consists of a 
large number of items arranged from the two-year to the superior 
adult level. In the case of the younger children, such tasks as 
building block towers, naming objects, etc., are used; at the high- 
er levels, items involving functions such as reasoning, both verbal 
and numerical, are employed. Tests of memory are included 
throughout the scale. The test results are reported in terms of 
mental age and I.Q. In general, the Stanford-Binet Intelligence 
Scale is the most valuable for use with children, for whom it was 
mainly designed. 

The Wechsler-Bellevue Intelligence Scale was organized to 
measure intelligence in adults and adolescents and is given orally 
to individual subjects. It consists of ten subtests, five of which are 
primarily verbal and five primarily performance. The verbal tests 
depend on language both for giving directions and for the re- 
sponses of the subject. In the performance tests only the oral 
directions given by the examiner depend upon language. The five 
verbal tests cover information, comprehension, arithmetical rea- 
soning, memory span for digits, and recognition of similarities. 
The five performance tests involve arranging pictures in a proper 
sequence, completing incomplete pictures, imitating a design 
with blocks, assembling a disassembled object, and learning pairs 
of associated symbols and digits. An alternate verbal test—vocab- 
ulary—aims at obtaining a measure of the person’s past learning 
ability. The Wechsler-Bellevue Scale has been standardized on a 
large number of children and adults, ranging in age from ten to 


3. A detailed discussion on the use of tests in diagnosis is to be found in 
Rosenzweig (20). 
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sixty. The results are given in terms of verbal and performance 
1.Q.’s and a combined 1.Q. 

The projective tests of personality, in contrast to those we 
have just discussed, do not require “correct” responses and allow 
for freedom and spontaneity in answer to the specific stimuli. 
Since the answers may be considerably elaborated and freedom 
for the expression of unusual trends is permitted, they are of par- 
ticular value in the psychiatric setting. 

We may now consider two of these tests—the Rorschach Test 
and the Thematic Apperception Test. The Rorschach Test con- 
sists of a set of ink-blots to which the subject is requested to give 
associations. The scoring of these responses is carried out on the 
basis of four types of analysis: (2) number of responses; (b) lo- 
cation of responses: whether a given response is to the whole blot 
or to only part of it; (c) determinants of response: whether form, 
movement, or color or a combination of these is perceived; (d) 
content of the interpretations: whether human, animal, landscape, 
etc., was seen. A psychogram is made from these scores which 
takes the interrelationship of these various kinds of response into 
account, i.e., the individual record is considered as a whole, not 
as a set of isolated scores. On the basis of this psychogram, con- 
siderable information about fundamental personality characteris- 
tics is made available. Intellectual creativity, autism, richness or 
poverty of associations, capacity for outwardly directed affectiv- 
Ity, egocentricity, capacity for social rapport, degree of control 
over intellectual processes, adaptability, introversiveness and 
withdrawal, self-appraisal, stereotypy, aggressiveness, orderliness, 
conformity—these are some of the characteristics on which the 
Rorschach may throw light. In addition, the test may be of aid 
in diagnostic derek = since certain combinations of response 
types are found empirically in particular personality and diag- 
nostic groups. é j y 

The Thematic Apperception Test consists of a series of pic- 
tures arranged in separate groups for male and female subjects 
and for adults and children. The subject is instructed to regard 
each picture as an illustration and is then requested to tell a story 
to go with it, identifying the characters, explainin their rela- 
tionship to one another, and giving the background for the situa- 
tion and its outcome. The material is recorded verbatim and is 
then analyzed according to the major themas which are revealed. 
As far as the subject knows, this is a test of creative imagination. 
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He ordinarily believes that he is discussing entirely impersonal 
material; actually, he provides the examiner with considerable in- 
formation about his own background, preoccupations, and latent 
trends, including his attitudes, ideals, and needs and his relation- 
ships to important persons in his environment. One obtains from 
the analysis of these data an understanding of the content of the 
person’s thinking, that is, with what he is concerned. The Ror- 
schach, on the other hand, primarily provides a statement about 
the formal characteristics of the personality, that is, how the per- 
son reacts and expresses his concern. These tests are thus comple- 
mentary, and therefore the use of both together is a particularly 
desirable clinical practice. 

The attempt to understand the dynamics of the individual mal- 
adjusted personality brings into focus the need for relating his 
problems both to his resources and to his methods of dealing with 
such problems. What contribution can the psychological exami- 
nation make to this task? 

In the task presented by the integration of data from the vari- 
ous disciplines frequently concerned with the study of a patient— 
particularly in bridging the gap between extremes provided by 
psychiatric and physiological-biochemical data—the psycholog- 
ical material is in a favorable position. Its position is strategic be- 
cause, on the one hand, its more controlled and objective nature 
makes it adaptable for correlation with physiological and bio- 
chemical material and, on the other, its behavioral and higher- 
level functional nature makes it directly comparable with the 
psychiatric and social data. 

In addition to the final goal of integrating the psychological 
findings with those of the other disciplines, the psychological 
Progen has another aim, that of on a unified psycho- 
ogical portrait of the individual patient. This picture is derived 
from a battery of tests. Certain general principles of the sampling 
of psychological functions lie behind dhe selection and adminis- 
tration of a test battery. These principles involve sampling (1) in 
different areas, (2) for content as well as for formal aspects, (3) 
by overlapping devices, and, where possible, (4) under condi- 
tions of stress as well as under ordinary examination conditions. 

In the present consideration of sampling it is unnecessary to g0 
beyond the simple but useful tripartite classification of cognitive, 
affective, and conative, using these terms in their conventional 
meanings. Although any device employed inevitably taps all 
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three areas to some degree, certain devices are especially useful 
for investigating functions predominantly in one or another of 
these areas. 

The same generalization holds for the structural-contentual 
dichotomy. Some devices are more adequate for investigating the 
formal or structural aspects of personality, i.e., the how; others 
for exploring the contentual aspects, i.e., the what. A general 
weakness in many investigations of personality, especially in 
those of a psychometric nature, has been the emphasis on the 
formal aspects of the personality at the expense of content. 
Although this one-sided emphasis is understandable and in some 
respects justifiable, the result of it has been to disregard a most 
important source of information about personality. Although 
the realm which one necessarily enters when one becomes in- 
volved with content is less objective and quantifiable, the broader 
understanding of the particular personality which study of this 
aspect affords is impressive. 

The third principle of sampling—the inclusion of overlapping 
devices—is Bi in any attempt to sketch a broad psycho- 
logical portrait on the basis of necessarily limited sampling. It is a 
most useful way of increasing the reliability of the personality 
evaluation. The proper evaluation of personality cannot be 
achieved through the employment of any single device, and in 
this connection the importance of a battery of tests cannot be 
overemphasized. Fre uently one device, e.g., the Rorschach, pro- 
vides the most repeating data for one patient, whereas, for an- 
other, one of the other devices, e.g., the Thematic Apperception 
Test, provides the most dependable and productive material, 
while the Rorschach results are relatively barren. Whether this is 
due to differences in the relative sensitivity of persons at various 
personality levels or to some other cause, the fact remains that no 
one device is always productive, and even at best no one device 1s 
sufficiently broad and dependable to give reasonably complete 
and reliable data. Only by means of a battery of tests can one 
approximate a relatively extensive, integrated, and dependable 
personality analysis. ay i 

The fourth principle—testing under stress conditions—is found 
to be of value in adding significant detail to the picture ‚of the 
patient. Although it is true that almost any testing situation m- 
volves stress to some extent, the concern here is with situations 
which attempt to place unusual pressure on the subject. Stress— 
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whether in the sense of distraction, failure, or frustration, wheth- 
er it be hypothetical or real, personal or impersonal, peripheral or 
central, or physiological or psychological—is bound to reveal 
additional characteristics of he person under study. Stress also 
serves to bring out differences between persons which examina- 
tion under ordinary conditions would not reveal. The data de- 
rived from testing under stress conditions gain from the integra- 
tion of the separate findings. This is accomplished by disregard- 
ing the boundaries of individual tests, by comparing one with 
another, and by cross-checking for congruences and differences. 
The aim is to obtain as complete a psychological analysis of the 
patient as possible—an analysis which covers attitude and intellec- 
tual and affective-conative aspects of personality structure and 
content. 

The attitude of the patient is revealed in his involvement with 
the tasks put before him. His effort, attention, and expenditure of 
energy, his mood, general co-operativeness, and responsiveness, 
. play roles here. The representativeness and optimity of the re- 
sults obtained and the handicaps from which the patient suffers 
that may have affected the test results are also important. 

Personality structure is considered from two points of view: 
intellectual and nonintellectual. In the former the quantitative 
results, such as M.A., I.Q., and percentile rank, are discussed. The 
Meera findings are analyzed with respect to the light they 
throw on comprehension, judgment, thinking and reasoning, 
learning, memory, imagery, etc. In the latter, consideration 1s 
given to such items as affective responsiveness, anxiety, security, 
maturity, and goal behavior (venturesomeness as opposed to cau- 
tiousness, realism as opposed to unrealism of approach, plasticity 
as opposed to rigidity, consistency as opposed to variability). _ 
An evaluation is made of the subject’s reactions to stress situations 
as they affect these characteristics. 

Content is Kae through a consideration of the major senti- 
ments and complexes vee by the subject. Particular atten- 
tion is paid to those which relate to (a) family—paternal, mater- 
nal, filial, fraternal, and conjugal relationships; (b) sex—prenubile 
and nubile heterosexual attitudes, homosexual and other aberrant 
attitudes; (c) aggression—manner of expression of aggression, 
whether direct or indirect, externally or internally oriented, pun- 
ished or unpunished (need for guilt and expiation), and recipro- 
cated or initiated; (d) ideals—social and vocational; (e) any other 
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sentiments and complexes which appear to be of special impor- 
tance to the subject. 

Following the analysis, a summarizing evaluation may be made, 
giving a tentative dynamic and structural synthesis derived from 
the mass of psychological data. This evaluation is available for 
comparison with the evaluations made by the representatives of 
the other disciplines. 


A condensed case study, that of patient W., has been selected to illus- 
trate the use of a test battery in some of its aspects. 

During the examination W. co-operated well, manifesting some degree 
of interest in each of the variety of tests, but his responses were given in a 
slow and hesitating manner. Numerous signs of “tension,” such as hum- 
ming, drumming on the chair arm, and occasional laughing, were present. 

The patient attained a “superior” intellectual rating. Vocabulary achieve- 
ment was at the top decile level for adults. The poorest performance was 
on items involving rote memory and conceptual thinking. In the latter, 
although he did not actually give evidence o the concrete thinking often 
associated with schizophrenia, he substituted vague generalizations for 
true concepts. The results were considered representative of the general 
state of the patient at the time of the examination, buf there was some 
question as to whether they could be characterized as optimal. 

In other formal aspects of personality, there was evidence of marked 
constriction, as shown by data from the Rorschach Test. Many fissures 
in the constrictive wall indicated that this manner of defense was not en- 
tirely effective. These manifested themselves in various forms of “loose- 
ness,” e.g., bizarre responses and variation in the quality of responses 
(initial poor responses which, on second thought, he would replace with 
good responses). There were, however, several Rorschach Test signs 
Which called for favorable interpretation. Conventionality of response, 
interpreted as evidence of contact with the environment, was seen in a 
high number of popular responses. The improvement in the qual of 
responses on secon thought (already mentioned) and some degree of 
“warmth” as indicated by his color responses were also in his favor, An 
attempt to attain a higher level of mental activity than he was capable of 
was manifested both in the Rorschach Test and in a certain pretentious- 
ness which appeared in the Stanford-Binet vocabulary res onses.* This 
was also shown in his general manner of expressing himself on the The- 


In “goal behavior” W.’s outstanding characteristic was one of cautious- 
ness associated with some rigidity. In a motor task, the successive aspi- 


4. A more detailed discussion of this case as well as the principles of study 
here presented will be found elsewhere (24). 


5. E.g., “hysterics” is defined by him as: “state of nervous exhaustion asso- 
ciated with persons suffering a mental breakdown due to external harassment.” 
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rations he set for achievement also indicated a cautious approach associ- 
ated with rigidity. 

The effect of placing the patient in stress situations was to create a con- 
siderable disturbance of expression in the formal aspects of his person- 
ality. In tasks involving goal behavior, after repeated failure he still rigidly 
maintained the aspiration level adopted during success. With further pro- 
longation of failure, however, the rigidity broke down, and W.’s behavior 
fluctuated between undue cautiousness and an unrealistic return to the 
highest aspiration level set during success. This fluctuation may best be 
interpreted, perhaps, as due to a conflict between an unrealistic reluctance 
to accept a lowered aspiration level and a realistic need to be cautious in a 
situation of repeated failure. In a learning situation under stress he showed 
considerable ebene there was a cessation of further learning, even 
in trials not involving stress. 

An analysis of the content in the test material, based mainly on the 
Thematic Apperception Test, indicated that his major problems revolved 
around the areas of family, sex, and aggression, all of which appeared to be 
closely interlinked. The stories revealed considerable conflict with respect 
to filial relationship. Although benevolent familial attitudes are described 
in several instances, there seemed to be an inability on the part of a child 
character ever to accept both parents at one time, or to accept an origi- 
nally described familial setting as satisfactory. There was a distinct trend 
for existing family constellations to disintegrate. This occurred in one of 
three ways: (1) One of the parents (usually the mother) was blamed, and 
the child accepted living with the other, with whom he went away to 
another setting, (2) Both parents were eliminated either by death or by 
being characterized as inadequate in their method of bringing up children. 
This was followed by the youngster’s being adopted, or at least brought 
up, by somebody else. The surrogate parent was sometimes male and 
sometimes female. (3) The central character escaped entirely from the 
family environment to new people and surroundings. 

Stories involving the relationship between the sexes were apparently 
embarrassing to the patient and usually given with some hesitation. In 
general, they emphasized the distinction which he consistently drew be- 
tween passion (“carnal” relations) and love. He showed little concern for 
more permanent love relationships, while temporary love and “carnal” re- 
lationships seemed to occur only in connection with primitive or foreign 
persons. ` 

‘The aggression expressed in the stories was weak and usually associated 
with “badness” and ignorance; it appeared only as an attribute of inferior 
persons. In the main, the central character was the object of assault or the 
object of unfair treatment. He tended to be passive, suppliant, or bewil- 
dered, and when aggression was evidenced it would quici ly become atten- 
uated or generalized, e.g., a specific physical attack on the central charac- 
ter was changed into a battle between the power of intelligence and ig- 
norance, The reaction to such aggression was generally one of seeking 
support and guidance from others to attain strength, Frequently, however, 
the central character would leave the field entirely as a solution to the 
problem. 


Clinical Psychology 473 


In relation to goals the central characters very consistently showed 
marked dependence, frequently turning to protective figures to help them ý 
out of difficulties. The need for “affiliation” and “succorance” seemed 
great. The goals were weak, uncertain, conventionalized, and not clearly 
defined. Only one goal, namely, marrying a “nice girl,” was mentioned 
more than once, but even then quite tentatively and with little force. 

Several other trends which seemed to be of importance should be men- 
tioned. There was much preoccupation with details of physiognomy and 
bodily. characteristics. The reference to physical characteristics as indi- 
cators of moral and psychological characteristics, usually of a negative 
type, was frequent. Although this trend was more marked for male figures, 
it was found also with respect to female figures. In a superior manner, 
W. described characters as of “low” nature, although they appeared quite 
clearly to be projections of himself. There was, too, an interest in the © 
general details of the background, some emphasis on the unreality of the 
pictures, and a sensitivity to the part which the photographer p ed in 
their making. Some of the elaborative details of the themas given by W. 
revealed an underlying suspiciousness. 

In summarizing and evaluating the psychological findings, the following 
points stood out. W. appeared to be a person of ee. intelligence who 
had not quite settled down to a definite way of handling his probly 
Three trends were discernible: (1) a realistic, at least superficially social- 
ized, trend which gave evidence of a continuing contact with the environ- 
ment; (2) a constrictive trend which served to shut out the environment 
and to permit him to build himself up to a superior status; (3) a loose, 
unorganized trend, manifesting loss of control. The first trend seemed 
fairly weak, and the major battle appeared to be between the latter two. 
The central problems revolved about the relationship between aggression 
and the familial triangle situation. There was some ground for tentatively 
suggesting the following hypothesis: Basic to his then existing condition 
was a marked confusion and bewilderment concerning his pei 
with his mother as a source of satisfaction for his unconscious needs, wi 
a resultant turning to the father figure for the satisfaction of these needs. 
A similar pattern was present in the closely related aggressive trends. 
Tentative attempts at aggressive expression which had met with rebuff 
apparently led to bewilderment and to a search for support in some kind 
of positive action. The various types of solution, however, were not clear- 
ly differentiated and seemed to be milling around in a confused mass, none 
of them having sufficient underlying force to go anywhere in particular. 
The similarity of this pattern to the earlier description of the formal 
aspects of W.’s personality is striking. ; ’ 

At the time when the above psychological report, based entirely on 
independently derived test data, was made, the following material was 
reported by staff members representing other disciplines. i 

According to the physicians’ statement, W. had been committed to a 
state hospital in 1941, because of “depressed appearance, extreme apah 
and untidiness, a belief that his mind is being read, great thinking diffi- 
culty.” 

The history obtained by the social worker, before the commitment was, 
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in brief, as follows: W., 33 years old, was born in a small town, the young- 
est of nine siblings, three brothers and five sisters, who appear to be in 
good physical and mental health. As a small child he was considered un- 
usually cross and shy but was much superior intellectually to the rest of 
the family. He achieved excellent marks in school and was given piano 
lessons beginning at the age of 10. His father was a heavy drinker and a 
domineering person, toward whom W. apparently developed considerable 
antagonism which he generally covered up. The father died of arterio- 
sclerosis and angina pectoris at the age of 68 when the patient was about 
17. The mother, aged 73 at the time of the history, was in good health. 
W. graduated from an outstanding secondary school with honors and 
entered a well-known college. The whole family helped him financially 
with his schooling. This was supplemented by money orrowed from the 
college and by what he earned through working in one of the dining- 
rooms and at the post office during the school year and vacations. It is 
reported that he studied very hard thoughout this whole period and that 
he had very. little outside recreation. He is said to have had a marked 
feeling of responsibility and to have been sensitive to the pressure exerted 
by the family. He had feelings of inadequacy and considered himself un- 
able to measure up either to their expectations or to the standards of his 
college. At various times he stated that the work was very difficult for him 
and that he never felt that he had an adequate grasp of the situation. 

Always considered a quiet, seclusive, introspective type of person, he 
had but one close friend at college, from whom he drifted when the latter 
married. He was interested in the piano, which he played fairly well, but 
he avoided playing for others. One of the informants described him as an 
“idealist, very hard to talk to” and as having difficulty in expressing his 
ideas. After graduation, he continued to work in a post office for a short 
time and then held successive positions in brokerage offices, at a depart- 
ment store, and finally at one of the railroads. He was employed by the 
department store for three years and did quite well in the cashier’s office. 
He became discontented in the latter department, however, and insisted 
on being transferred to the merchandising department against the advice 
of his superiors and colleagues. As was expected, he did not get along well 
there. He finally left the department store and was given a job as the bag- 
gage master of a small railroad station near his home town on the strength 
of his father’s previous good work record for the railroad. It was while 
he was on this job that he was drafted into the army. The record at the 
railroad indicated that his adjustment had not been of high quality. 

W. had not been considered to be an altogether healthy person. He was 
slightly deaf; and there was some possibility that he had suffered from 
convulsions as a baby. At the age of 25 he was involved in a serious auto- 
mobile accident but suffered no obviously severe injuries. 

There is a report that during the 26-27-year age period a “change” 
occurred in the patient’s personality. He became indifferent to the Epis- 
copal church to which he belonged and had formerly attended regularly. 
W. no longer cared to play the organ as he used to do, and he began 
worrying about world conditions and became “pessimistic.” He grew 
careless of his personal appearance, was moody, indifferent, and preoccu- 
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pied, and readily gave up his jobs. He began to “run wild” and became 
involved in financial difficulties through gambling, especially on horse 
races. His stated purpose at the time was to try to make money rapidly 
in order to pay back his school debts. Although abstinent with respect to 
alcohol before graduation from college, he now became a social drinker, 
but never to the point of intoxication. At ge and for the first time 
in his life, he began to associate with girls. He contracted gonorrhea, for 
which he was treated but toward which he reacted violently with anxiety 
and guilt feelings. At about the same time he was going out regularly with a 
girl whom his family had selected for him and whom they were very de- 
sirous that he marry. After three years of association, however, this re- 
lationship faded out; the family never knew quite why. 

The patient was drafted in one of the first registration groups. After 
he registered, the family noticed that he was very depressed and unhappy 
about it and apparently dreaded going into the army. When he was noti- 
fied to report bor the draft he suddenly disappeared without a word to 
anyone and was not heard from for several weeks. At this time his home 
town police were notified that W. had been picked up in Florida, in a con- 
fused and dazed condition. He was brought back and taken almost imme- 
diately into the army, where he was unable to adjust himself to camp 
routine, repeatedly returning home AWOL. Within a month, more posi- 
tive symptoms developed, and he was sent to the army station hospital. 
There he stated that for years he had had peculiar experiences and that 
people had been reading his mind. He remained at the camp hospital for 
about four months, when he was transferred to a state hospital. 

During this hospital period he was described as preoccupied, emotion- 
ally unresponsive, slow, vague, and indefinite in this thinking, and possi- 
bly hallucinated. He was tried at various occupations but showed no par- 
ticular interest in his work and often sat reading a paper rather than work- 
ing. After 27 months spent at this hospital with relatively little change in 
condition, he was transferred to another hospital at which he was given the 
intensive study here described. a ; ge 

The relevant physical and physiological findings reported at this time 
were a suggestion of hypometabolism, low blood-vitamin level, and a 
slight degree of “tension” in each of three oral glucose tolerance tests: 
a control, under stress in a pursuitmeter situation, and under stress in an 
interview situation. y 

The outstanding psychiatric data reported were a stiff and rather man- 
neristic attitude, some disturbance in associations, and strange ideas about 
circumcision and about being used as a test case in a murder trial. He 
showed some unresponsiveness, fear, irritability, and inappropriate affect. 
There was reason to believe that he experienced auditory hallucinations. 
His delusional formations dealt with persecutions, thought influence, and 
thought transference. He indicated that his heterosexual adjustment was 
not adequate; that he had attempted intercourse only with prostitutes and 
that this had not been satisfactory. He reported being strongly attracted 
to a girl whom he had met while working as baggage master. Actually 
he had established no contact with her, although she was the subject of 


many of his fantasies. 
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One important group of preoccupations centered around telepathy and 
ideas of influence and reference. He felt that he could project his thoughts 
into people and that he was used as a transmitting agent. Reports made 
over the radio, he felt, sometimes referred to him. Thus in a recent broad- 
cast he had heard Lowell Thomas describe a submarine rising to the attack, 
as a “long, low, flat, extended shape.” W. felt that “low,” “flat,” and 
“shape” referred to him: “low” because people think he is low morally; 
“flat” because the people supporting him are flat-broke; and “shape” 
because he is interested in the shapes of women and not so much in the 
sentimental side of love. 

On the basis of the assembled data the staff made a diagnosis of “Schizo- 
phrenia, Other Types.” Some staff members, however, emphasized the pre- 
dominant paranoid content. The prognosis was characterized as “guarded.” 
It was considered poor for social recovery,” but it was believed that after 
a time he would be able to make a limited adjustment in the community. 
The staff recommendation was that he remain in the hospital for treat- 
ment, which was to consist of psychotherapeutic interviews combined 
with occupational and vitamin therapy. Further physiological studies were 
to be carried out, and, if these indicated its desirability, thyroid therapy 
was to be added. 


The major purpose of giving the case report here is the exposi- 
tion of psychological procedures. It is, therefore, not possible to 
consider in any detail the integration of psychological findings 
with those derived from other sources. The report has been con- 

_ cerned primarily with integrating the material obtained from the 
variety of psychological devices used. The numerous correspond- 
ences between the independently obtained psychological data and 
those obtained through social service investigation and psychiat- 
ric study will no doubt have been noted. Even though the latter 
are necessarily presented in mere outline, the attempt has been 
made to provide sufficient material to permit appreciation of the 
manner in which the psychological data corroborate and comple- 
ment the other data—the combination of which results in a fuller 
and more sharply focused portrait of a living patient. 

So many questions relating to reliability and validity, so many 
problems relating to manner of presentation and communication, 
arise in the process of attempting to compress an extensive body 
of psychological data—data concerned so largely with both pres- 
ent cryptic activity and with inferences respecting past activity— 
that a report such as the present one must necessarily be made 
with some hesitation and reservation. 

In material of this nature the reliability and validity of any one 
generalization depends on a synthesis of amassed cues, major and 
minor, direct and inferential, presentative and symbolic, provided 
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by many disciplines. Generalizations are composed from these 
varied reflections of the same facet of the personality by the dif- 
ferent techniques which attempt to describe it. In the study of 
W. certain generalizations seemed to have adequate foundations. 
Unfortunately, even the addition of material which was available 
but not discussed in this report, material from psychiatric, physio- 
logical, social work, and psychological sources, did not permit 
the further generalizations which the delineation of W.’s portrait 
required. 

Studies of this kind make available to the student of personality 
a body of data which even the most complete verbal report of 
psychosomatic events cannot convey. A report such as t is one, 
despite its attempts to supply a systematic framework, is, even so, 
able only to provide relatively isolated, and at most Pe cor- 
roborated, samples of behavior. These samples of quantifiable 
and unquantifiable behavior, taken from different areas, frequent- 
ly lose their significance because viewed out of context, and they 
inevitably make such a report inadequate in many respects. The 
difficulty is enhanced by the many obstacles to acile communi- 
cation in the sphere of personality. Such problems as are raised by 
theoretical biases—the attenuation of scientific concepts by com- 
mon-sense language, the lack of rigorous use of terms, both with- 
in psychology and among related disciplines, as well as many 
other handicaps—are generally acknowledged. 

I recognize the existence of the difficulties which undoubtedly 
give rise to errors or ambiguities in generalization. Despite these 
handicaps, a field so complex as jee) study demands perse- 
verance in the attempt to integrate the independent data obtained 
from different disciplines. Continued study and research are also 
needed both in the development of an adequate pce and in 
the fundamental problems of personality uncovere by individ- 
ual studies. Fairly extensive experience with the types of proce- 
dures described here results in ae conviction that they contribute 
considerably to the understanding of the individual personality 
by laying bare both superficial and more deep-lying personality 
dharani and content. Furthermore, they re this 
task frequently in relatively less time than is required by other 
methods, and they offer pertinent cues for further investigation 
of the particular personality both to the psychiatrist and to the 
psychologist. 

Because of the major clinical concern of the volume, I have 
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tended to emphasize diagnostic aspects. More and more, how- 
ever, the clinical psychologist is becoming concerned -with the 
pressing and limitless range of research needs in the field of per- 
sonality. Although the research interest of psychology has always 
been great, growing out of its background as an academic disci- 
pline, the focus of its concern has not been in the area of motiva- 
tion until recently. However, a marked shift of interest in this 
direction has taken place in the last several decades. This must 
largely be ascribed to the remarkably pervasive influence of 
Freud and his concepts on psychology not only in the area of 
abnormal behavior but also in the wider areas of personality, 
learning, and social relations. With the gradual growth of facili- 
ties for adequate training in psychology, increasing numbers of 
ersons are entering the field who, in addition to a background in 
‘undamental research, have also the essential attitudes and points 
of view that derive from clinical experience in diagnosis and 
therapy and from exposure to the complexities of human motiva- 
tion that such experience gives. Such a background will, on the 
one hand, give some assurance of preoccupation with significant 
problems and, on the other, sufficient concern with rigor in in- 
vestigation as to lead to studies fitting more obviously into the 
hody of current biological research, broadly conceived. 
he methods of investigation used by the psychologist are in 
essence not different from those generally used in biology. The 
differences which do exist lie in the problems created by, and the 
advantages accruing from, work with subjects of greater com- 
_ plexity and having well-developed symbolic functions. We may 
roughly classify the methods into four groups, even though in 

+ ‘actuality they shade off one into the other and are, therefore, not 
i always clearly distinguishable. These are: (1) naturalistic ob- 
servation, (2) seminaturalistic observation, (3) free laboratory, 
(4) controlled laboratory. 

The first method provides for the study of the organism ina 
relatively free, natural habitat in which the widest range of 
stimuli and responses growing out of the particular setting are 
observed. These observations are made as completely and as 
accurately as possible, usually by an outside observer. Thus in a 
hospital setting it may be desirable to study group behavior as it 
naturally structures itself on the ward or to nay the complex 
therapeutic situation with the free give-and-take of the patient- 
therapist dyad through the use of devices such as sound movies. 
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The second method, the seminaturalistic, may be provided for 
either by a “natural habitat” or by a laboratory situation. In the 
former, the degree of freedom is somewhat limited as compared 
with the first group; in the latter, the degree of freedom as com- 
pared with the two following groups of laboratory approaches 
is greater. In either case the stimuli are varied, and the degrees of 
freedom of response permitted are considerable. Some controls 
and limitations on the situation are, however, set up in order to 
direct behavior along certain lines. In the field of test procedures, 
the analogous device is the projective technique. In the experi- 
mental area an investigation directed at studying the susceptibility 
of schizophrenic subjects to environmental stimulation (18) 
might be cited in exemplification. In this situation various objects 
having different degrees of interest-demand character are left 
around a room into which the patient is introduced. He is told 
that the examiner will return shortly after he has completed 
another piece of work. The patient is observed in this relatively 
“free” situation for a stated period of time, and a detailed record 
is made of the range and intensity of his preoccupation with the 
objects and with himself. 

In the third type of approach, the free laboratory, although 
some degree of variation in the stimuli and Baie of freedom of 
response is still maintained, they are consi erably reduced as 
compared with the former two methods. Here specific instruc- 
tions are given the subject to respond in certain definite ways to 
stimuli, and recordings may be made of various eh ip 
functions accompanying psychological response. An example of 
this kind of situation is a variation of the Luria experiment (9), in 
which the subject is required to respond orally to the stimulus | 
words of a free association test. At the same time he is required to 
press on a tambour with one hand, and a recording is also made of 
finger tremor from the other hand and of respiration and galvanic 
skin response. A 

The fourth type, the controlled laboratory a) proach, carries 
the degree of control still further. Here both the stimulus and 
the response are quite fixed and limited. Studies of the latent time 
of the patellar tendon reflex (7) at the lowest psychological level 
or of reaction time (10) or simple psychomotor learning (8), at 
a higher level, fall into this category. l 

It is obvious that the methods of investigation described lend 
themselves to the accumulation of relevant data for methodo- 
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logical and descriptive purposes as well as for theoretical ones. 
It is likely that for some time in the future considerable effort 
will have to be expended by the psychologist in sharpening old 
tools and devising new ones. The problems in the field are so 
complex that considerable ingenuity will have to be devoted to 
this task. The psychologist need not, of course, limit himself to 
the study of the disordered person. Depending upon the nature 
and needs of the problem, he may use normal or even animal sub- 
jects, setting up, for greater control, situations which nature pro- 
vides reluctantly or in too complex a setting. 

Besides the accurate descriptions of behavior that are, of 
course, the essential basis for any theoretical development, there 
are some special problems of description to which the psycholo- 
gist can make a special contribution. I refer here to objective 
studies in the evaluation of the effects of therapies or other modi- 
fications of behavior. The activity of the psychologist should, 
however, be mainly directed to the exploration of the funda- 
mental aspects of personality with a view toward developing 
comprehensive theories of personality. Hypotheses along these 
lines may be derived directly from experiment or from clinical 
experience and study, preferably from thoughtful integration of 
both. The great eee of Freudian hypothesis and theory, based 
upon years of broad clinical experience and insight, now calls for a 
period of systematic experimental study in order to consolidate it 
into the body of psychological knowledge. 

The important problems calling for study in the area centering 
around Bye epomology and personality are numerous. They in- 
volve both factors of a structural kind and those of a functional 
nature. Because of the manifold effects of disturbances in the 
needs upon the ego structure, reflections of these disturbances 
are found in almost all aspects of the psyche. For this reason, 
besides the immediate prob lees of motivation, the areas of recep- 
tive and perceptive processes, the mechanisms of response, learn- 
ing and memory, thinking and imagination, intelligence and social 
and group behavior call urgently for study, in both their cross- 
sectional and their longitudinal aspects, 

In some of these areas experimental work may be carried out 
independently by the psychologist. But in most areas collabora- 
tive work with psychiatrists, neurologists, physiologists, internists, 
and other specialists is a necessity in order to obtain the most 
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productive use of the material and to make the most meaningful 
advances (22). 

This chapter can close on no more appropriate note than the 
above. An acquaintance with the relative states of development 
of the social sciences when compared with the physical, or even 
biological, sciences and close knowledge of the development of 
the sciences concerned with interpersonal relations must force 
the student to conclude that one of society’s greatest present 
needs is research in this area. In this research each of the disci- 
plines closely or even remotely related to these problems must 
make its individual, but particularly its joint, contribution to the 
understanding of the fundamental processes. The increasing co- 
operation in the day-by-day diagnostic and therapeutic activities 
should serve the additional function of providing background 
and experience for some of these joint research efforts.* 
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ANIMAL PSYCHOLOGY IN ITS RELATION 
TO PSYCHIATRY. 


Davıo M. Levy, M.D. 


ATTITUDE OF PSYCHIATRY TOWARD ANIMAL PsycHoLoGY 


HIS chapter will very likely be regarded as the one least 

relevant to the main subject of this book. The reason for ` 

this lies in the attitude of psychiatrists toward studies of 
animal psychology and in the manner in which these studies have 
been pursued. Although certain resemblances of animal behavior 
to our own may be seen, our own behavior is regarded as infinite- 
ly more complicated and superior, befitting the higher order of 
man in the animal scale. The complexity of our order, judged 
from any one of the products of civilization, seems to set us so far 
apart from the animal world that, however “human” many ani- 
mal anecdotes appear to be, most psychiatrists may wonder or be 
amused but never interested to the point of seriously incorporat- 
ing such stories into the process of theorizing about human psy- 
chology. The same holds true for animal studies that have scien- 
tific validity. Though they cannot be ye to the category of 
harmless anecdotes full of the flaws of human projections, like 
stories of infants by proud parents, these studies have never be- 
come an integral part of clinical thinking in psychiatry. 

The psychiatrist’s way of disregarding studies of animal psy- 
chology, or at least of keeping them in a separate compartment 
when RE theories in psychiatry, does not apply to other 
fields of medicine. In the we of anatomy, comparisons of ani- 


of human physiology have been derived largely from experi- 
ments made on animals—for exam le, studies of the anatomy © 
the frog, the embryo of the chick, the alimentary functions of 
the dog, the genetics of the fruit fly, are all integral parts of the 
study of the human animal. A hormone, crystallized in pure form 
from the thyroid of sheep, pig, cow, or man, may yiel the same . 
chemical product and be readily accepted as such. Yet the same 
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behavior responses of man and animal to almost identical situa- 
tions are difficult for us to accept as illustrations of a common 
principle of psychodynamics. We have accepted our kinship with 
the animal world structurally and biochemically, but we remain 
isolationist psychologically. 


NATURAL OBSERVATION VERSUS EXPERIMENTATION 


Animal psychology became a valid field of scientific study in 
the latter part of the nineteenth century. Its growth into a scien- 
tific discipline involved a long struggle with “nature lovers” and 
romantic natural historians. It became especially sensitive to all 
anthropomorphic thinking. The natural historian who mixed to- 
gether careful observation and careless interpretation was re- 
jected as strongly as the writer of popular books containing a 
jumble of fact and fable. In the process of liberation from anec- 
dotage, the animal psychologist emulated the experimental biolo- 
gist and physicist. He narrowed the field of animal studies to pre- 
cise data verified by measurement and experiment. This nanea 
tion resulted in a curious situation—that of a discipline in which 
all knowledge was barred that did not emerge from the labora- 
tory. It might be compared to a field of medicine divested of all 
clinical knowledge, i.e., knowledge derived from observation and 
histories of patients at the bedside or in the office. Medical prac- 
tice would then be limited to the application of that small frac- 
tion of medical knowledge which is verified by experiment and 
by accurate measurement. 

Actually, in his day-to-day behavior with animals, the psy- 
chologist behaves “clinically” like the physician. He is aware, for 
example, from his experience with chimpanzees that one of them 
appears uite irritable, that another is friendly, that a third is 
quite likely to make a vicious attack on the experimenter. More- 
over, his own behavior to the chimpanzees. is based on such 
knowledge, often with the same assurance, depending on how 
well he “knows” his animals, as that derived from experimental 
studies. He depends on the kind of knowledge that goes into the 
making of human attitudes. His experience teaches him that he has 
every reason to anticipate the behavior of each chimpanzee in the 
same manner essentially as he learns to anticipate the behavior of 
a human being. Yet, for his scientific work, he is loath to study 
the animal outside the conventional system of observation and 
controls that comprise the criteria of the experiment. 


J 
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An event that took place in a center for the study of experi- 
mental neurosis in animals may illustrate this point more clearly. 
An investigator was demonstrating to a class of students the 
effect of an experimentally produced neurosis on the cardio- 
respiratory functions of a pig. The animal was prepared in the 
usual Paviov frame, and the pulse and respiratory tracings, etc., 
were made visible to the class. The investigator was about to 
point out the irregularities in the tracings, as he had done on a 
number of other occasions. To his surprise, however, the tracings 
were normal. Proof of the experimental neurosis was not demon- 
strable. 

The mystery was solved very quickly, apparently to every- 
one’s satisfaction. One of the nalen: present at the time had 
taken care of the pig during the previous summer season. He be- 
came quite fond of the animal and hosed him often during the 
hot summer days. The pig apparently noticed him among the 
other students. He grunted in what was interpreted as an affec- 
tionate greeting when the student came close. During the next 
demonstration and thereafter, when the student was no longer 
present, the pig performed in the anticipated neurotic manner. 

It is interesting that this significant event, as important to the 
psychiatrist as the experiment itself, was not made the basis of an 
independent investigation. It contained probably the essential in- 
gredients of the “positive transference” of psychoanalysis and 
might have aided in a simplification of that concept. Actually, the 
episode served a purpose in influencing a series of experiments in 
the center in which it happened. The reactions of a sheep in a 
Pavlov frame were studied while its lamb was near by. The study 
of animal attitudes, in this case compounded of maternal feelings, 
was thus made secondary to a Pavlovian experiment. 


LIMITATIONS OF THEORY AND METHOD 


The same episode reveals other restrictions of the animal psy- 
* chologist. He is often wedded forever to his animal or his instru- 
ment. A psychologist who uses the method of Pavlov, for exam- 
ple, feels bound to his apparatus and to the theory of condition- 
ing that seems to be an integral part of it, The apparatus which 
was first designed to serve the investigator may 1n the course of 
time tend to enslave him. The skill developed in feat to mas- 
ter the new instrument or the theory out of which it evo ved may 
become a controlling interest. The investigator’s thoroughness, 
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his erudition, which encompasses the literature accumulated by 
colleagues working with the same device, even his profundity 
when he is capable of plumbing the depths, may serve finally to 
restrict his vision. In the extreme instance the investigator can 
understand nothing until it passes through the special machinery 
of his familiar world, translated into his specific language, con- 
cepts, and methodology. The resistance to new points of view is 
readily understandable when it involves a modification of tech- 
nical skills and a system of thinking that represents, besides a life- 
long habit, a source of security and self-esteem. 

The gradually diminishing returns from the special tool and 
special theory is a problem that applies to the entire domain of 
science. It is an important problem, particularly in a young sci- 
ence, whose development is easily retarded by rigidities, and in a 
psychological science, whose area is so vast that the temptation 
always arises to secure a firm foothold, however narrow the field. 


INFLUENCE oF PSYCHOANALYSIS ON ANIMAL PSYCHOLOGY 


In recent decades, animal psychology has had sufficient impact 
from other disciplines to shake its complacency with traditional 
formulas and subject matter. Of the various influences that have 
widened the scope of animal psychology, most pertinent for 
psychodynamics is the influence of Freud. This is revealed spe- 
cifically in the selection of experiments that deal with his theories 
and generally in the utilization of psychoanalytic concepts. 

Experiments in animal psychology have been concerned with 
testing hypotheses. Rats, for example, have been used to demon- 
strate the principle of regression (26). When the floor (a steel 
grill) on which the rats rested was charged with an electric cur- 
rent, they learned to absorb the shock by sitting on their hind legs. 
In the next stage of this experiment, the rats learned to turn off 
the current by pressing a pedal. When this habit was established, 
it took precedence over the previous habit. That is, whenever the 
rats felt the electrical shock, they did not sit on their hind legs. 
Instead, they pressed the pedal which eliminated the painful cur- 
rent entirely. Pressure on the pedal was presumably a superior, 
as it was also a later, form of adjustment than the earlier one of 
merely reducing the pain by sitting hunched up in a certain way. 
The pedal was now charged with electricity. The rats, accus- 
tomed to relieve their distress by pressing the pedal, had another 
shock to contend with. Thereupon, they went back to sitting on 
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their hind legs, their first method of contending with an electrical 
floor. In other words, according to the experimenter, by surren- 
dering a later and superior method for an earlier and inferior one, 
they illustrated the principle of regression. The superior method 
was still available to them, regardless of the charged pedal. A 
second group of rats, who had never learned the sitting-down 
method, continued to press it even when it became charged, and 
so cut off the current. i 

This experiment is a good example of a large number of similar 
efforts. It may be used as an illustration of the problem involved 
in the attempt to capture a concept, derived from theorizing about 
human behavior as it is revealed through free verbalization often 
vaguely defined, and to pin the concept down to a neat experi- 
ment. In the process the concept is given sharp definition. It is 
then tested out through the behavior of animals in a controlled 
situation, so designed that the concept can be translated into 
activity which belongs exclusively to the concept as newly de- 
fined. The activity which tests the operation of the concept is 
bound within a framework which it is hoped will demarcate it 
from the other concepts and so free it from the myriad of rela- 
tionships with which it was originally perceived in the psycho- 
analytic situation. h f ; 

When the experimenter finds that the ee is “valid,” he is 
still at a loss. He wonders if it is the real thing. In the experiment 
with rats, the investigator called the assumed regression an “ana- 
logue” of regression. After all, regression in humans refers to 
historical regression—a return, in response to a difficulty, to an 
earlier and inferior mode of adjustment at one time considered 
appropriate—for example, the return to bedwetting on the part of 
the older child following the birth of the baby. But is that in 
principle the behavior of the rat who had learned only two ways 
of dealing with an electrical floor? Given any two methods of 
equal or different values, would the rat use the first method if the 
second were blocked; and if he knew only one method, would he 
not more likely persist in it, there being nothing else to do? The 
regressive behavior of the child is one of a variet of possible re- 
sponses. When the baby comes, if the older chi d is presumably 
jealous and feels the loss of love and attention, he may attack it, 
hit at its crib, talk about it in a derogatory manner, show off, 
refuse to notice it, or use an opposite tack and show it excessive 
affection and admiration. Furthermore, the situation in the case 
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of the child is usually said to be a “natural” one; that is, it is the 

` sort of thing that commonly happens. The situation in the case of 
the rats is “artificial.” It is the sort of thing that does not happen 
to rats in their natural state. 

The concept of regression, though simpler than most other 
concepts in psychoanalysis, also remained a problem. The notion 
of using an earlier and inferior method of adaptation is simple 
enough. As a dynamic process, however, it is more difficult to 
comprehend. Is regression a return to a well-organized mode of 
behavior, typical of an ‘earlier stage (and also reinforced by 
“fixation” through erotic determinants, according to the original 
definition), or is it a disorganization? In the supposed regressive 
behavior of some schizophrenics, investigators have found no 
evidence of a throwback behavior, since all evidence of the be- 
havior manifested was never previously observed. Is disorganiza- 
tion that has the appearance of regressive behavior to be differ- 
entiated from true regression? Also, is it fair to apply the term 
“regression” to a previous mode of behavior that has nothing to 
do with erotic elements? 

The experimenter was well aware of the conceptual difficulties 
in his experiments with rats. Yet, like so many others, he pre- 
ferred to use a device which was a poor fit for the concept he 
tried to test. There are numerous examples of regressive behavior 
in animals to be observed clinically, as in humans. They appear 
to be identical modes of response. Actually, the situation of the 
older child and the new baby is repeated time and again with the 
pet dog and the new baby. The most recent example that comes 
to mind is the return to wetting the floor on the part of a well- 
trained dachshund when a baby was adopted.. The dog displayed 
the usual repertoire of responses observed on such occasions. He 
growled at the baby, though he never attacked it; he barked 
more than usual; he showed off his few tricks repeatedly; he 
tugged at his mistress’ skirts when she fondled the baby. He went 
through such capers for about six weeks and thereafter “ac- 
cepted” the situation. 

Systematic clinical studies of animal behavior, besides adding 
to our knowledge, would render superfluous a number of animal 
experiments designed to “test the claims” of psychoanalysis and 
to discover mechanisms readily discerned through observation of 
spontaneous behavior. Such studies would also aid experimental 
procedures by indicating those areas in which controlled obser- 
vations would be most necessary and fruitful. 
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SPECIAL ADVANTAGE OF EXPERIMENTAL AS COMPARED 
WITH CLINICAL STUDIES 

Examples of the manner in which the experiment aids the 
clinical investigator may be cited. The first is concerned with the 
influence of special events in infancy on adult behavior. In this 
experiment a number of rats was subjected to periods of hunger 
in infancy. To test the effect of this experience in adult life, the 
amount of food they hoarded was measured. Some of the rats 
who had experienced the state of hunger in infancy hoarded 
much more than the others. 

The investigator stated that his experiment was devised in 
order to get controlled evidence concerning the claims of psy- 
choanalysis that experiences during infancy can affect adult be- 
havior (9). Such claims are shared by psychiatrists generally, 
child psychologists, educators, and a variety of investigators in 
other disciplines. They are easily verified by the study of case 
records in any number of schools and clinics. In one sense, there- 
fore, like the previous experiment, an attempt was made to verify 
the obvious. Further, the main line of sequence, infantile starva- 
tion to increased adult hoarding, is not necessarily a test of the 
claims that “experiences during infancy affect adult behavior.” 
Suppose there were no difference in regard to adult hoarding 
among the control and experimental rats. One could then con- 
clude only that the experience of starvation in the infancy of the 
rats was not followed by a particular type of behavior (hoard- 
ing) in adult life. č 

The experiment was selected for this chapter, not as verifica- 
tion, but as an illustration of its particular advantage over clinical 
studies. The starvation period can be controlled. You can place it 
any day you wish. You can starve the rat much or little. You can 
control various aspects of the experience in a manner which ren- 
ders your conclusions more definite, sure, and accessible than 
those derived from untangling a pattern out of the web of human 
behavior. ? ee 

The experience of starvation, though equal in terms of dimi- 
nution of food and span of time, was initiated at different ages. 
It was started in one group of infant rats when they were 24 days 
old and in another when they were 32 days old. Only the 24-day 
group manifested excessive hoarding. The 32-day group hoarded 
no more than the controls. Evidently, response to the particular 
experience of starvation was significantly altered by a difference 
of 8 days of age. 
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To test differences in hoarding in adult life, all the animals, 
experimental and control, were subjected to a cy period 
of partial starvation. They were given just enough food for 
subsistence for 5 days, in order to stimulate them to collect the 

ellets of food, the number of which constituted the measure of 
In The preliminary period of starvation was necessary 
because rats who are well fed have little or no propensity to 
hoard. 

The experiment offers a good illustration of “operational” 
value. The starvation period can be produced at any time in the 
life of the animal, so that the period of susceptibility in infancy 
can be accurately determined. We know in the group of animals 
studied that, in terms of hoarding, starvation must be experienced 
before 32 days of age to have an effect in adult life. But how 
severe must the starvation be? The experimental tool allows a 
measure of the experience in terms of food privation applied as a 
single experience or as one of a series or in a variety of combi- 
nations. What is the minimal experience of starvation that will 
have an effect on adult hoarding at the most susceptible age? 
How severe must the experience be at the least susceptible age to 
have an effect? There is involved the problem of susceptibility in 
terms also of individual differences of personality. That would 
require, besides genetic studies, the kind of clinical observations 
that are made in humans. 

There remain the large variety of “traumata” to be studied in 
the same manner as starvation. The investigator referred to 
observations that thirst alone, as well as hunger, was followed by 
an increase in hoarding. Would fear-provoking experiences in 
infancy or later have a similar effect? Is hoarding a general 
rather than a specific tension-relieving outlet? We know that it is 
rendered excessive by more than one type of experience. 


PSYCHOLOGICAL VULNERABILITY 


The points raised in the previous paragraph indicate the special 
advantage of experimental procedures over clinical observations 
in the solution of problems requiring precise control. Their 
application to problems in human behavior is quite direct. The 
evaluation of a disturbing event in infancy on the individual per- 
sonality requires, besides knowledge of particulars, knowledge 
also of general laws of special susceptibility in terms of develop- 
mental age and of the type of external agent. What difference 
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does it make if event A (a fright, a period of separation from the 
mother, a change to a new place of residence, or an experience of 
starvation) occurs when a child is aged 3 months, 9 months, 2 
years, 3 years? Holding the age factor constant, what difference 
does the type of experience make? It is in this area that so much 
of value can be learned for preventive psychiatry. 

Carefully compiled case studies furnish details that may ap- 
proximate an experimental situation. It has been found (18), for 
example, that presumably normal children who undergo surgical 
procedures at the age of 12-24 months are much more like 7 to 
have subsequent emotional difficulties than when operated on 
after that age. It has been found also that the 12-24-month group 
manifest such difficulties in the form of rather uncomplicated 
anxiety symptoms (fears, phobias, and increased dependency) as 
compared with older groups, whose anxieties when they occur 
are more likely to be complicated by aggressive behavior. The 
age factor (12-24 months) a vn to be more significant than 
any other factor investigated r ependency on the mother, special 
experiences, etc.). In terms of available data, susceptibility is ver 
high in the second year of life (involving the majority of chil- 
dren at that age), fairly high in the third year of life gora a 
third), and of decreasing magnitude in later years. Similar studies 
for the first year of life are not at hand. j R 

The special vulnerability of the organism to a variety of dis- 
turbances of function, emotional and physiological, may follow 
the same general principle in a number of animal species. Each 
type of disturbance may have its own particular mode of func- 
tion, aside from the individual unique response. But the unique- 
ness of response requires full study. However emotionally vul- 
nerable to an operation an infant may be at 18 months, a study of 
his response to that procedure cannot be understood as an indi- 
vidual experience without knowledge of his personality, which 
includes all his typical modes of behavior, and also the specific 
history of his emotional growth. The same applies to animals, 

The specific influence of psychoanalysis on animal psychology 
has been illustrated in two sets of experiments. In the first, ‚the 
main difficulty for the experimenter was to place the animal in a 
situation comparable to one in humans. In the second, the diffi- 
culty was easily solved, since the task was simply to prove that 
an event in infancy has an effect in adult life and was therefore 
readily applicable to animals. On the whole, psychoanalysis has 
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had more influence on the concepts of the animal psychologist 
than on his specific experiments. This influence bears fruit even- — 
tually in experimentation, but the direct connection with the 
psychoanalytic concept, out of which the experiment emerged, 
is often lost and may even be unknown to the investigator. A large 
number of experiments in frustration, for example, though initi- 
ated by y cheanal concepts, have, in the course of time, 
become imbedded in the method and the language of the experi- 
menter and are regarded as an offshoot of findings originating in 
the laboratory. The psychoanalyst who reads the literature and 
listens to papers by experimental animal psychologists, even by 
those apparently opposed to psychoanalytic concepts or unaware 
of them, meets many familiar Freudian ideas. They are seen par- 
ticularly in experiments and discussions of drives, needs, goals, 
motivation, conflict, frustration, shame, anxiety, sex, aggression, 
and regression. TN 


EXPERIMENTAL Neurosis 


The field of activity in animal psychology most directly re- 
lated to psychopathology owes its origin to Pavlov (28). He 
observed various mental states of immobility in dogs that were 
by-products, so to speak, of salivary conditioning experiments. 
An accident was probably more effective than any other factor 
in stimulating the experimenter’s interest in the animal’s abnormal 
mental states. Pavlov’s dogs were subjected to a severe experi- 
ment, unaccounted for in the series listed in the laboratory note- 
books. Their kennels were suddenly submerged by a rapidly ris- 
ing flood. During their exhausting struggles to escape dovi 
by swimming in trapped space, there were flashes of lightning 
and a variety of explosive sounds near and far—rushing water, 
falling timber, claps of thunder. For some months after their 
rescue, they showed, besides the effects of exhaustion, generally 
depressive states and abnormal reflexes of the kind now made so 
familiar to us in the numerous studies of “experimental neurosis.” 
Though the dogs recovered in time from their state of shock and 
became to all outward appearance as normal as they had been 
before, when one of them was tested by the sight of a trickle of 4 
water flowing under a door the acute anxiety state followed — 
immediately, 

Reproduction of abnormal mental states was accomplished in _ 
the experimental situation by repeatedly imposing a task on the 
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dog beyond his power of discrimination. The abnormal emo- 
tional states which resulted were measured in the usual Pavlovian 
manner, through their physiological expression in pulse fre- 
quency, blood pressure, salıvary flow, etc. Not all dogs can be 
made “neurotic” by the methods employed. Though a constitu- 
tional difference may be taken for granted, there is still much to 
be learned about the significance of the experience for the indi- 
vidual animal. Liddell (20) has indicated a number of the diffi- 
culties involved. He states that the setting in which conditioning 
experiments ordinarily take place is itself a traumatic situation. 
The animal is in a state of tension, no matter how simple the task, 
because of the degree of restraint involved in controlling its 
movement and withstanding the monotony of repeated stimuli, 
as long as the experiment goes on. The animal’s relation to the 
experimenter, Liddell states, must also be considered. Let us 
assume that the dog’s relationship to the experimenter is such that 
he is very eager to succeed in performing his task. He is then, 
theoretically, more likely to develop an experimental neurosis, 
because he will more likely persist in attempting a discrimination 
that is beyond him. The reverse would also follow. The less 
“goal-directed,” the less likely will the dog be to be caught in 
the trap of straining all efforts to do the impossible. Why does 
the experiment have to be repeated a number of times to po 
duce the neurosis? Because the animal presumably is able to dissi- 
pate the effects in some manner, most likely by releasing pent-up 
energy through running about and sleeping it off. If the interval 
of time between the experiment is too long, the neurosis does not 
täke place. Hence the repetitions, must be so placed in time that 
the dog’s own curative functions are not allowed to go on to 
completion. The process is thus analogous to accumulation of 
tensions in a person who can hardly overcome the emotional 
effects of one crisis before he finds himself in another and then 


another, until he breaks down. 

The experimental neurosis as conceived by Pavlov may be 
regarded as a functional disturbance originating in the cortex of 
an animal, strongly goal-directed, robabl constitutionally pre- 
disposed, and in a situation involving ‚pl ysical and emotional 
strain. Pavlov was interested primarily in the instrument of dis- 
crimination, the cortex, as a mechanism rather than in the animal 
as a motivated organism. The experiment is not analy to the 


flood, whether one accepts or rejects the theory that the focus of 
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the disturbance in the former lies in the problem of discriminat- _ 
ing two closely matched stimuli. In the ood there was no prob- 
lem of that sort. There was no need to discriminate. There was 
one obvious danger and a desperate attempt to escape it. Further- 
more, the escape was successful. The animals were saved and 
recovered their ability to respond to conditioning experiments. 
True, a reminder of the experience—the sight of water dripping 
under the door—precipitated anxiety. The anxiety remained la- 
tent. It was not manifested in the experiment after recovery. 
Unlike the experimental neurosis which produces a more or less 
chronic and generalized dysfunction, the experience of the flood 
operated to produce anxiety only when a sample of the original 
event (that operated quite like a “symbol”) was brought to the 
consciousness of the animal. In contrast with the experimental 
neurosis, which is analogous to schizophrenia, the experience of 
the flood resulted in a phobia. 


CrinicaL Neurosis AND PSYCHOPATHOLOGY 


Generally, in animals as in humans, one fear-provoking or 
painful experience may carry potent reminders for a long time. 
The monkey who coughed and spluttered and ran when a lighted 
poene was brought near his nose acted the same way later 
when a piece of cigarette paper was brought near. A hen, once 
frightened by the sight of a guinea pig, always avoided the room 
in which the event occurred, in spite of inducements of heaps of 
grain. The locality of a disturbing event has particular signifi- 
cance. The pace where danger threatens evidently must be well 
remembered if the animal is to survive. Response to the single 
threatening event, often so excessively traumatic to the human 
psyche, is well revealed as a basic adaptation in animal studies. 

The biologist, Whitman (33), made an interesting experiment 
and an interesting deduction relating to this subject. During the 
mother bird’s absence, he displaced one of her eggs, putting it on 
the rim of her nest. In the case of the robin there was immediate 
abandonment. In the case of the pigeon there was quite a differ- 
ent response. The pigeon worked the egg back to its original 
position and continued its brooding. The robin’s response was an 
immediate instinctive reaction to change in a familiar visual con- 
figuration. A wild bird must act in stereotyped fashion. The 
locus of its nest, its structure, its relation to the immediate envi- 
ronment, are selected with an eye to safety. The bird is alerted to 
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every detail of its habitat. The slightest alteration is a danger 
signal. There is no time to investigate. The solution is flight. 
Unlike the robin, the pigeon was domesticated. Its sense of 
danger was lulled. Safety means time and opportunity for selec- 
tion. The pigeon could afford the time for more learning, for 
more plasticity, therefore, of instinctive behavior. How Whit- 
man’s observations hold for all bird species, I do not know, but 
the principle that modifiability of “instinctive” behavior is 
facilitated by security and diminished by danger, though not 
absolute, appears to be well founded. That it applies to a response 
as fundamental as reaction to a site of danger indicates that many 
“innate” responses are plastic. Memory of place applies also to 
pleasurable and exciting experiences. The memory of safety 
areas are also important for survival. The significance of such 
place memories in human psychology is well illustrated in clini- 
cal histories, often strikingly in dreams. ) 

In relation to the psychoses, animal psychology has furnished 
chiefly “analogues” of hypnosis, catalepsy, and catatonia. Thus 
far they have contributed little to our understanding of psychotic 
states. 

Reactive depressions in animals appear to be of a different 
order (31). They are not “analogues.” They contain essentially 
the same type of depressive response to the loss of a loved object 
as we observe in humans, The mourning of a dog for his departed 
master is a familiar example. The story of Cupid, a young N hesus 
monkey, has become a classic exam le of emotional turmoil aris- 
ing out of “marital” difficulties. The response finally took the 
form of an agitated depression. The account contains all the ele- 
ments of conflict, guilt, privation, devotion, masochism, and 
love. Cupid was first attached to an older female, with whom he 
lived monogamously for three years. She was then taken away. 
A simple depression ensued. He was given a young female, to 
whom he adjusted after an initial period of hostility. Some time 
after the new relationship had been established, ape with 
success, he was led past the cage of his first female. Their eyes 
met. She shrieked excitedly. Cupid’s psychosis followed immedi- 
ately. He bit himself re eatedly and rey causing deep lacer- 
ations. He became sates and agitated. He would not eat. He 
withdrew all contact from his second female and his human at- 
tendants. After some time, the psychologist restored the first 
mate. The change was favorable. The older female fondled 
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Cupid, nursed him devotedly, and gradually “calmed his nerves.” 
Fourteen months elapsed before he recovered. 

The organic and toxic psychoses of animals, though similar in 
their essential pathology to those of humans, have not been in- 
vestigated from the point of view of psychodynamics. The vari- 
ations in the response of dogs to hydrophobia, of horses to loco 
weed, of cattle to snakeroot, etc., have not been explored, except 
as symptoms of brain pathology. 

Mental deficiencies occur in animals as well as in men and can 
be classified according to etiology in the same manner; for ex- 
ample, developmental defects, prenatal infections, inherited 
amentia, etc. Mentally defective animals have been studied al- 
most exclusively in zoos. Presumably they do not survive in a 
state of nature. 


Some Basic Srupies IN PsycHopyNAMIcs 


For the rest of this chapter I propose to list a number of basic 
studies in psychodynamics, in which the investigation of animal 
behavior may play an essential role, or indeed might have done so 
already if we had integrated available knowledge. The list pro- 
posed is not intended to cover the field. It includes examples 
derived partly out of my own attempts to solve problems arising 
in psychiatric work with children by means of animal studies 
and partly out of ideas that stem from current interests and dis- 
cussions with colleagues in psychoanalysis and animal psy- 
chology. 

I. PRIMARY NEEDS 

Among primary needs are included all innate needs of the 
organism, whatever function they subserve—chemical, physio- 
logical, emotional, social, etc. 

An example of a chemical need is the need of calcium. Hens 
dep ed of calcium appear to go on a frantic search for it. They 
will peck at buttons and other hard objects. When supplied with 
calcium after being starved of it, they will eat about the same 
amount, whether it is exposed to their view or concealed in other 
food. How do they know what they need? How do they know 
when their need is satisfied? 

These problems have not been solved, but the theories, which 
represent tentative answers, and the lines of inquiry apply to 
humans as well as animals. In a state of tension arising from a 
chemical imbalance, the animal is restless and searches in a man- 
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ner that appears to be somewhat guided. When the appropriate 
food is found, it is ingested until the animal is “satisfied,” in other 
words, until the internal environment is in equilibrium. The 
release of tension is concomitant with the inner chemical balance. 

The usual need of food is felt specifically as hunger, and the 
physiological gastric mechanism that first initiates the feeling has 
been thoroughly investigated. The need of calcium and other 
special mineral foods or hormones is not felt specifically like 
hunger and thirst. It is felt more vaguely as discomfort or rest- 
lessness or a general anxious state. 

Sucking is apparently an innate physiological need (13). The 
mammalian fetus has been exercising mouth and neck muscles 
repeatedly in preparation for sucking and swallowing. As in the 
case of many other needs, once the process of satisf ing a sucking 
need is initiated, it goes on to a point of satiety, of fulfilment. Tf 
that point is not reached when a feeding is finished at breast or 
bottle, the lips remain tense. Babies or puppies who have been 
deprived of sucking activity too soon can sometimes be observed 
making sucking movements after breast or bottle has been with- 
drawn. When the sucking phase of the feeding act in repeated 
feedings remains incomplete, then finger-sucking or some other 
substitute form of sucking is bound to follow. f 

A clinical study has been made of the average daily sucking 
time of 30 babies of 7 months of age (29). The group contained 
15 babies who were finger-suckers and 15 who had never devel- 
oped that habit. When the average number of minutes of aurea 
time per day for each of the 30 infants was arranged from hig! 
to low, not one case of finger-sucking occurred at the high end 
of the scale (130 or more). Every infant whose average time 
was at the low end of the scale (70 or less) was a finger-sucker. 

The relation of diminished sucking time and substitute sucking 
activities has been verified experimentally in dogs. Observations 
of calves, kittens, and monkeys show similar findings. mgt 

The need of pecking in chickens illustrates the same principle 
as the need of sucking. Chicks reared on a wire floor, with the 
same amount of food available as an adjoining control group, 
develop the habit of feather- ulling. Chic who are on the > 
have no opportunity to satisfy their pecking needs on the wood- 
en flood of the henhouse or on the ground (14, 15). 

Body movement is another functional need that follows the 
general pattern of physiologic needs in terms of periodicity, 
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The classical research on the peck-order in chickens was fol- 
lowed by a series of investigations which demonstrated a general 
principle of domination among vertebrates (30). The peck- 
order, the rule whereby a rigid caste system develops in a com- 
munity of animals (so that animal A always maintains ascend- 
ancy over animal B, animal B over animal C, and so on down the 
line) is not inflexible. There are many variations of the original 
formula, though the principle remains. In a barnyard of 60 hens 
who have lived together for several months, every hen knows 
exactly which one is above it and which below it. However this 
type of social orepuzacon has come about, it makes for a more 
static, stable, and apparently advantageous adjustment. 

‘When two monkeys, strangers to each other, are put together 
in a cage, one becomes boss over the other, often in a minute’s 
time. They size each other up. It is literally size that usually de- 
termines the result, though strength, agility, persistence, or bluff 
in any of their combinations may determine the outcome (23). 

The dominating tendency of human beings, as an innate bio- 
social response, requires further exploration in the light of these 
studies. Our usual explanations of aggressive domination in hu- 
mans are in terms of competitive strivings for maternal love (as in 
sibling rivalry); compensatory aggression because of anticipated 
rebuff or anticipated unconscious accusations in social relation- 
ships; compensatory aggression based on feelings of inadequacy; 
as a reaction against submissive, dependent attitudes, etc. They 
may be appropriate to the data of a given case and yet fail to take 
into consideration what may prove to be basic biological drives. 

Analogous to the behavior of animals is our own “sizing-up” 
of a new acquaintance and that large variety of human reactions 
to the stranger—boys ganging up on a newcomer, the primitive’s 
fear of witchcraft in the neighboring village, the suspicion of or 
even the tentative or ceremonious approach to the new neighbor. 

The hens’ reaction to a strange hen, even one of their own 
breed, is to attack it after a minute or two of “sizing it up” (1). 
The newcomer’s pay changes under one’s eyes within a 
short time. Regardless of her previous relationship to other hens, 
she becomes an outcast. She avoids all places in the henhouse 
where hens are crowded together. She keeps away from the 
trough and pecks from the floor. She appears furtive and appre- 
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hensive. She keeps isolated from the others. She walks slowly or 
makes sudden runs as though always in danger. The fury of 
pecks in the first half-hour of her new residence gradually sub- 
sides. Within 10 days to 2 weeks she appears “blended”; it is 
hard to tell her behavior from the rest. 

Little chicks are friendly to each other. The strange chick is 
not pecked, though for a while it avoids the others and tries des- 
perately to get back home. At about 6 weeks of age, the chicks 
act like the grown-ups and attack strange chicks very quickly. 
The reaction appears to be an innate response of anxiety in the 
presence of the unfamiliar that comes after a period of matu- 
ration, followed—in the case of unfamiliar chicks—by an attack, 

Aggression in animals, as in humans, is capable of a high degree 
of modification and a large variety of manifestations. A wounded 
dog, treated by its master, may visibly curb its “reflex” tendency 
to bite when its painful leg is moved. As in humans also, a dog 
may express its frustration through release of aggression. One of 
my dogs, up to his sixth or seventh ye of life, would bite at a 
bush when I refused to throw a ball for him to fetch. Thereafter, 
his response to the same type of frustrating situation was patient 
waiting or insistent barking. Some animals have modified their 
aggression more successfully than man. The howler monkeys, for 
example, hardly ever assault one another. Their aggression takes 
the form of vocalization. 

Dominant behavior, as an attempt to satisfy a need for social 
status, has been so interpreted in chimpanzees and other ani- 
mals (35). 

4. AGGRESSION AND SEX 


Though all drives require some form of aggression to fulfil 
their object (using the term “aggression” to include all varieties 
of self-assertive behavior), a higher magnitude is required when- 
ever the drive involves the play of an ascendant role. The sexual 
drive, in its relation to social ascendancy and submission, is clear- 
ly depicted in a number of animal studies. Among N 
(35), for example, it appears that the female, when highly ag- 
gressive as compared with her mate, limits her period of copula- 
tion to her few days of ovulation. When submissive to her mate, 
she yields to his sex demands all through the menstrual cycle, 
including the period of bleeding. When females are ascendant in 
the scale of domination, they may appear to struggle against sur- 
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render to their own sexual needs because sexual submission to the 
male may be followed by loss of a dominant position previously 
held over him. Many animals utilize sexual activity at times as an 
act of sheer dominance. 


5. NEGATIVISM 


The period of human infancy, starting around 15-18 months 
of age and proceeding to about 4% years of age, has been called 
the “first adolescence.” Indeed, the resemblance to the age of 
puberty is quite striking. The “striving for independence,” the 
“Pll do it myself” of the first adolescence, is frequently mani- 
fested in negativistic behavior (as also in the hy adoles- 
cence). Animals may show similar transformation when they 
grow beyond the earliest dependency period. Resistant or nega- 
tivistic behavior appears to be a protective barrier against exces- 
sive demands on the organism, a protection also against En 
force. It is used also as a weapon of hostility, in the form of spite, 
revenge, and domination. Negativistic phenomena are seen in 
psychiatry as “normal” stubbornness, as compulsive behavior, 
and, in its extreme form, as manifestations of catatonia. Various 
forms of repetitive behavior, the “fixated responses” of animals, 
belong to this category. 

In certain experiments in which rats had learned to jump over 
a barrier to butt their way through the correct one of two hard 
paper doors which swung open onto a cubicle containing food, 
both doors were fixed so that all ensuing efforts were unsuccess- 
ful (21, 22). Whichever door the rats tried to enter, they were 
forced to make the jumps, and they were “frustrated.” Under 
these conditions a variety of reactions occurred, including “a 
fixed reaction” in a certain small percentage of the animals. 
Within the “fixated” group, for example, some rats would jum 
only to the right door and never to the left, even after the left 
door was later opened and the food in that cubicle exposed. Such 
fixed reactions may have a basic element in common with a num- . 
ber of compulsive negativistic reactions of humans. 


SUMMARY 


Principles of motivation and social behavior may be derived 
from the study of various species of animals that are applicable to 
all animal life, including man. Such investigations need not be 
based on any special interest in human beings or be pursued with 
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a view to clinical application. Nevertheless, they may eventually 
yield laws more fundamental to human behavior than studies 
geared to specific theories of human motivation. Studies of the 
sexual behavior of animals, in which the chemical, neural, psy- 
chologic, and genetic components can be investigated separately, 
may represent one of a number of examples. 

In the field of medicine, in anatomy, physiology, psychology, 
or genetics, those animal studies will be Favared that have a direct 
bearing on current problems. It is worthy of note, however, that 
animal psychology has its own domain and is not simply an 
ancillary field of human psychology. In this chapter we have 
been considering more particularly that segment of the field of 
animal psychology that has direct application to problems in 
human behavior. 

The advantages of experimental studies of animal behavior 
have been discussed, in part, with reference to the control of 
variables. The strength oh the stimulus, the precise moment of its 
application, its duration, etc., can be controlled in a manner 
which, if successful, results in a definite answer to the question 
which the experiment was set up to solve. A “critical period” in 
regard to an experience of hunger or thirst or sy chic trauma can 
be placed in time at any chosen moment of the infantile period. 
The age of greatest vulnerability for a given type of psychic 
trauma, if age is itself an independent variable, can be demarcated 
from the pattern of factors—social relationship, past experience, 
special susceptibility—with which the event is interwoven. The 
clinician who insists that any significant experience in the life of 
his patient represents a unique and irreducible complexity, im- 
pervious to scientific research, usually overlooks the fact that his 
own thinking is based on the hypothesis that the significant ex- 
perience, however complex, is reducible to simpler components 
that have wide application. His inference that a patient has re- 
sponded excessively or peculiarly to a common type of frustra- 
tion involves the assumption of norms of experience and quanti- 
tative deviations from such norms, as well as norms of response 
and their deviations. The Sn as a crucial test of hypothe- 
sis, can be made to serve the psychiatrist in his psychoanalytic 
thinking, as it does in his physiological thinking. 

The psychological experiment in animal behavior that is de- 
signed to add to our knowledge of emotional life has special 
problems of its own. Animal psychologists are more concerned 


504 Dynamic Psychiatry 


today with the complexities of relationship, such as between ani- 
mal and experimenter, and with the individual experience and 
emotional state of their animal subjects. Greater ingeniousness, 
subtlety, and variety of experimental procedures are required in 
experiments of this nature, but the principles of control and 
precision remain. 

The value of the experiment, however well designed in a tech- 
nical sense, is diminished or even vitiated if the concepts which 
form its hypothesis are not sharply defined. One of the values of 
the animal experiment is, indeed, the clear definition of terms. A 
behavior that is to be observed and measured must be defined 
precisely. Some experimenters, interested in a psychic mecha- 
nism like identification, for example, would not consider it a 
proper subject for investigation because its meaning is vague. 
They would prefer to wait until clinical thinking has arrived at a 
more precise formulation. The problem is sometimes met by in- 
vestigating certain kinds of behavior patterns that are included 
in the meaning of a complex term and then redefining the term 
to mean what the experimenter means by it, or by retaining the 
complex term and defining the behavior as one of its meanings, 
or by devising a new term. The temptation for the experimenter 
to devise a term whose meaning is restricted to his field of oper- 
ation is a strong one, and in time a new vocabulary arises that 
deepens the cleavage between clinician and experimenter. It is 
true that mutual benefits are also derived, as the attempt to make 
definitions in terms of observable behavior helps to dispel vagaries 
and dulness of perception. 

Besides the advantages of focusing the field of study through 
control of variables, of quantification, and clear definition, ani- 
mal studies, either experimental or of the natural history type of 
observation, offer a corrective to fantastic theories of human 
motivation. The genesis of behavior in situations identical for 
humans and animals, to which both respond in the same way, do 
not require explanations that involve symbolic thinking uniquely 
human. Animal studies have a sobering influence on theories of 
human behavior in other respects. They follow more closely the 
law of parsimony in ende thinking. The temptation to con- 
struct a complicated theory when a simpler one will do is less 
likely to occur. In tracing through the influence of an early 
event on later behavior, the animal psychologist enables us to 
learn whether in a similar quest in human behavior we have relied 
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unnecessarily on the assumption of the highest intellectual func- 
tion. Animal psychologists are more mindful of developmental 
levels in their explanation of behavior. They are less likely to 
explain the behavior of a 3-week-old pup on the basis of adapta- 
tions that are not evident until some months later. This type of 
error is especially prevalent in certain psychoanalytic theories of 
infancy, in which ideas are ascribed to the infant years before he 
has reached the level of maturation necessary for their attain- 
ment. 

A proof of the universality of a human motivational pattern or 
drive or need is its existence in all human cultures regardless of 
their diversity. That is proof, at least, of generality in the human 
species. Animal studies would indicate how far the generality ex- 
tends among all living creatures. Anthropological studies supply 
the test of diversity of human motivations, as well as the test of 
what is uniquely human. Animal studies serve to determine simi- 
larities and differences in motivational patterns of human be- 
havior and that of other species. 

Finally, for all those who, like Freud, believe in the biologic 
roots of behavior, animal studies, like the studies of young chil- 
dren, offer the basic data on which theories of motivation must 
rest. If the primary needs and drives of all mammals are the same, 
the basic question in the theory of human motivation is a bio- 
logic one. 


BIBLIOGRAPHY 


. Aree, W. C.* The Social Life of Animals (New York: W. W. Nor- 
ton & Co., Inc., 1938). 
2. Beach, F. A.* Hormones and Behavior (New York: Paul B. Hoeber, 
1947). PER 
3. Brückner, G. H.: “Untersuchungen zur Tiersoziologie, insbesondere 
zur Auflösung der Familie,” Ztschr. f. Psychol., 128:1, 1933. 
4. Bro, C. “Maturation and Practices: Their Effects upon the Feeding 
Reaction of Chicks,” J. Comp. Psychol., 16:343, 1933. 
5. Carpenter, C. R. “A Field Study of the Behavior and Social Relations 
of Howling Monkeys,” Comp. Psychol. Monogr., Vol. 10, 1934. 
. Cortas, U. “Aggressive Behavior among Vertebrate Animals,” J. 
Physiol. Zoöl., 17:83, 1944. 
7. Darma, F. F.* A Herd of Red Deer (London: Oxford University 
Press, 1937). 
Gantt, W. H.* Experimental Basis for Neurotic Behavior (New 
York: Paul B. Hoeber, 1944). 


* Recommended reading. 


a 


2 


506 Dynamic Psychiatry 


. Hunt, J. McV. “The Effects of Infant Feeding-Frustration upon 


Adult Hoarding in the Albino Rat,” J. Abnorm. & Social Psychol., 
36:338, 1941. 

Tz, Davm.* Animals and Men (New York: Longmans, Green & 
Co., 1937). 


. Kerrocs, W. N., and Kerrocg, L. A.* The Ape and the Child (New 


York: McGraw-Hill Book Co., 1933). 


. Konter, W.* The Mentality of Apes (New York: Harcourt, Brace 


& Co., 1925). 


. Levy, D. M. “Experiments on the Sucking Reflex and Social Behavior 


of Dogs,” Am. J. Orthopsychiat., 4:203, 1934. 


. Levy, D. M. “On Instinct Satiation: An Experiment on the Pecking 


Behavior of Chickens,” J. Gen. Psychol., 18:327, 1938. 


. Levy, D. M. “A Note on Pecking in Chickens,” Psychoanalyt. Quart., 


4:612, 1935. 


. Levy, D. M. “On the Problem of Movement Restraint,” Am. J. 


Orthopsychiat., 14:644, 1945. 


. Levy, D. M. “Primary Affect Hunger,” Am. J. Psychiat., 94:643, 1937. 
. Levy, D. M. “Psychic Trauma of Operations in Children,” Am. J. 


Dis. Child., 69:7, 1945. 


. Levy, D. M. “Psychopathic Personality and Crime,” J. Ed. Soc., 


16:99, 1942-43. 


. Limpert, H. S. “The Alteration of Instinctual Processes through the 


Influence of Conditioned Reflexes,” Psychosom. Med., 4:390, 1942. 


. Mater, N. R. F. “Abnormal Fixations,” Am. Psychologist, 1:462, 


1946 (abstr.). 


. Mauer, N. R. F., and Kure, J. B. “Studies of Abnormal Behavior in 


the Rat. VII,” J. Exper. Psychol., 29:380, 1941. 


. Mastow, A. H. “Dominance-Quality and Social Behavior in Infra- 


human Primates,” J. Social Psychol., 11:313, 1940. 


- Masserman, J. H. “Psychobiologic Dynamisms in Behavior,” Psy- 


chiatry, 5:341, 1942. 
Moss, F. A. (ed.).* Comparative Psychology (New York: Prentice- 
Hall, 1946). 


. Mowrer, O. H. “An Experimental Analogue of ‘Regression’ with 


Incidental Observations on ‘Reaction Formation,’ ” J. Abnorm, & 
Social Psychol., 35:56, 1940. 


. Noste, R. C.* The Nature of the Beast (New York: Doubleday, 


Doran & Co., 1945). 


. Pavrov, I. P.* Conditioned Reflexes (London: Oxford University 


Press, 1927). 


. Roserts, Ena. “Thumb and Finger Sucking in Relation to Feeding 


in Early Infancy,” Am. J. Dis. Child., 68:7, 1944. 


. ScujeLperup-Eppe, J. “Beiträge zur Soziolpsychologie des Haus- 


huhns,” Zisch. f. Psychol., 88:225, 1922. 


. Trvxetpauen, O. L. “The Self-mutilation of a Male Macacus Rhesus 


Monkey,” J. Mammal., 9:293, 1928. 


Animal Psychology in Its Relation to Psychiatry 507 


. Waren, C. J.* Animal Motivation: Experimental Studies in the‘ 


Albino Rat (New York: Columbia University Press, 1931). 


. Wurrman, C. O.* Biological Lectures, 1898 (from the Marine Biolog- 


ical Laboratory, Woods Hole, Mass.) (Boston, 1899). 


. Wiesner, B. P., and Suearp, N. M.* Maternal Behavior in the Rat 


(London: Oliver & Boyd, 1933). 


. Yerkes, R. M.* Chimpanzees (New Haven: Yale University Press, 


1943). 


. ZUCKERMAN, S.* The Social Life of Monkeys and Apes (New York: 


Harcourt, Brace & Co., 1932). 


XVI 
A REVIEW OF THE INFLUENCE OF PSYCHO- 
ANALYSIS ON CURRENT THOUGHT 


Henry W. Brosin, M.D. 


by one man, Sigmund Freud (1856-1939), has exercised 
so profound and far-reaching an influence on the minds of 
men that it may well be ranked among the great new ideas which, 
like Darwin’s theory of evolution, have shaped the course of his- 
tory. There is today hardly an activity in the biological and social 
sciences that has not been deeply affected by Freud’s thinking. 


To system of ideas worked out and presented to the world 


Precursors or FREUD 


Occasional critics, both friendly and unfriendly, find pleasure 
in reporting authors who, in one way or another, Satan 
Freud. It is generally assumed that even the great original think- 
ers made their discoveries with the materials and methods at hand 
and that the history of the development of these makes more 
understandable the discoveries under discussion. Perhaps such 
histories also contributed to an understanding of the dissemina- 
tion of ideas; certainly, in Freud’s case the magnitude and vio- 
lence of the resistances shown to ideas which in piecemeal form 
had been present for at least two thousand years is an illuminating 
insight into man’s rejection of knowledge about the irrational side 
of his nature. 

The difficulty of accurately assigning priorities to scientific dis- 
coveries is well known. Darwin had Wallace, both men’s theo- 
ries growing out of work by Lyell, Lamarck, Buffon; Leibnitz 
had Newton; and many another innovator found that he had pre- 
cursors and contemporaries who had anticipated him. Freud spoke 
of this in “One of the Difficulties of Psychoanalysis” (49), when 
he pointed out that the Pythagoreans and Aristarchus of Samos 
in the third century s.c. had already anticipated the great dis- 
covery of Copernicus. He specifically mentions as another ex- 
ample the “collaborators and predecessors” of Darwin. He then 
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eredits Da principally Schopenhauer, as the thinkers 
who most nearly anticipated him regarding the concept of an un- 
conscious. In Reik’s book From Thirty Years with Freud (123) 
he also states that Goethe and Nietzsche come closest to his views. 
In the New Introductory Lectures, when speaking of the conflict 
between the erotic and the death instincts, Freud answers a fan- 
cied reproach that this is the philosophy of Schopenhauer, with 
the defense: 

But, Ladies and Gentlemen, why should not a bold thinker have divined 
something that a sober and painstaking investigation of details subsequent- 
ly confirms? And after all, everything has been said already, and many 
people said the same thing before Schopenhauer. And besides, what we 
have said is not even true Schopenhauer. We do not assert that death is the 
only aim of life; we do not overlook the presence of life by the side of death 


[47, P- 147]. 


In An Autobiographical Study, Freud points out that he never 
abandoned patient observation for speculation: 


Even when I have moved away from observation, I have carefully avoid- 
ed any contact with philosophy proper. This avoidance has been greatly 
facilitated by constitutional incapacity. I was always open to the ideas of 
G. T. Fechner and have followed that thinker upon many important points. 
The large extent to which psycho-analysis coincides with the philosophy 
of Schopenhauer—not only did he assert the dominance of the emotions 
and the supreme importance of sexuality but he was even aware of the 
mechanism of repression—is not to be traced to my acquaintance with his 
teaching. I read Schopenhauer very late in my life. Nietzsche, another hi- 
losopher whose guesses and intuitions often agree in the most astonis ing 
way with the laborious findings of psycho-analysis, was for a long time 
avoided by me on that very account [40, pp- 109-10]. 


One gets a brief glimpse of the magnitude of Freud’s achieve- 
ment when scanning even a partial list of artists and philosophers 
who have had ideas similar to Freud’s. The wide range and depth 
of his subject matter and his vision will be apparent when we sec 
how many far-reaching universals he was able to abstract from 
his relatively small sample in Vienna, universals which the finest 
minds in the history of thought pursued with difficulty and with 
only partial success. 

Before examining the more remote writers who may be of im- 
portance to Freud’s thinking, it should be mentioned that he 
thought of his teachers, Briicke, Meynert, Exner, Fleischl-Marx- 
ow, and Breuer, as important influences. Through them he ab- 
sorbed the biological orientation he never abandoned. Bernfeld’s 
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(10) excellent description of Freud’s student days during 1873-91 
is quite revealing. His obligation to Charcot, Liebault, Bernheim, 
aA Binet has been generously recorded, and his independence 
of Janet has been sharply asserted. f 

M. Dorer (30) claims that through Freud’s professional associ- 
ates Freud became familiar with the theories of Herbart, Fauer- 
bach, and Comte, which she says were fashionable during his stu- 
dent days. She tells an interesting but not convincing story, since 
in the end it would appear that Freud learned almost everything 
from someone else if one interprets broadly enough. This applies 
to her analysis of Freud’s dependence on Meynert and the latter's 
tie to W. Griesinger, who had adopted Herbartian psychology. 
This study of sources leads one to numerous writers, including 
Augustine as the first to see the unconscious (although he called it 
the memoria), Plato (Charmides), Shakespeare, Dante, Dostoev- 
ski, Cervantes, Thomas Aquinas, Montaigne, the French moral- 
ists, the Encyclopedists, and the German Romantics. It would 
appear that Freud, by looking intensively at one patient at a time, 
over many years, was able to provide a unifying theory which 
had not previously been available. Obviously, these ideas were 
latent in many minds but needed Freud to make them explicit. 

In his The Interpretation of Dreams (45) there are over fifty 
references to authors since Aristotle, of which a few had glimpses 
of the psychoanalytic views on the problem. References to a few 
special authors will show the widespread distribution. Theodor 
Lipps (43, 50) and Josef Popper-Lynkeus (46) receive special 
mention by Freud. Various writers have claimed that Freud 
learned about dream interpretation from the Talmud and the 
Bible, but this thesis has not been developed and deserves only 
passing mention. Therapeutic application of dream interpretation 
1s well illustrated in the treatment of King Perdicas by Hippocra- 
tes (died 346 B.c.) (20). Aristophanes’ (423 B.c.) The Clouds (5) 
has a passage which shows appreciation of free association while 
lying on a couch, and the need to deal with resistances, Juan Luis 
Vives, a Spanish end (1492-1540), who was called “the 
father of modern psychology” by the English philosopher, Foster 
Watson (141), is described by Gregory Zilboorg as the forerun- 
ner of Freud because Vives described psychological associations 
with emotional origins, the egoistic drives of man, and insight into 
the true nature of jealousy. “Vives was not only the father of 
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modern, empirical psychology, but the true forerunner of the dy- 
namic psychology of the twentieth century” (150, p. 194). 

Free association was also conceived by Frances Galton (56) 
before 1883 and was utilized by the novelist Edouard Dujardin 
in Les Lauriers sont coupés in 1887 (31). Karl Bohm (67), a 
Hungarian philosopher, and Carl Gustav Carus (58), born in 
Leipzig in 1789, are described as anticipating Freudian concepts 
at some points about the unconscious, sleep, and dreams. Georg 
Christoph Lichtenberg is cited as a “clandestine psychoanalyst of 
the 18th Century” (79). In addition to the numerous references to 
older authors in The Interpretation of Dreams, Freud (45) men- 
tions Meringer and Mayer's purely descriptive attempts in 1895 
to study slips of the tongue as philological events an concludes 
that their explanation is “peculiarly inadequate.” In 1920, Freud 
(48) commented upon several reputed predecessors who had 
utilized the method of free association—J. J. Garth Wilkinson 
(1857), Schiller (1788), and Ludwig Bérne (1823). Freud dis- 
claims any influence from the first two, although he mentioned 
Schiller’s recommendations in the first edition of The Interpre- 
tation of Dreams (1900). He grants the possibility that Börne’s 
essay, “The Art of Becoming an Original Writer in Three Days,” 
may have influenced him in developing the method of free associ- 
ation. He had been fond of and remembered other essays in the 
same volume read when he was fourteen years old, and the memo- 
ries of these kept recurring to him over a long period of years. 
On rereading the essays, “he [Freud] was particularly astonished 
to find expressed in the advice to the original writer some opinions 
which he himself had always cherished and vindicated. For in- 
stance: ‘A disgraceful cowardliness in regard to thinking holds us 
all back. The censorship of governments is less oppressive than 
the censorship exercised by public opinion over our intellectual 
productions.’ [Moreover there is a reference here to a ‘censorship,’ 
which reappears in psychoanalysis as the dream censorship.] ‘It 
is not lack of intellect but lack of character that prevents most 
writers from being better than they are. . . . Sincerity is the source 
of all genius, and men would be cleverer if they were more 
moral....’ 

“Thus it seems not impossible that this hint may have brought 
to light the fragment of cryptomnesia which in so many cases 
may be suspected to lie behind apparent originality” (48). 
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British writers also cited as precursors are Mary Everest Boole 
(32), wife of the famous mathematician; Erasmus Darwin (28) 
on birth anxiety; Sir Henry Maine, the “father of comparative 
jurisprudence,” and his pupil Alexander McLennan (87); Timo- 
thy Bright (18) who recognized guilt in depressions; Sir W. C. 
Ellis, M.D. (34); and Hughlings Jackson (45, p. 511). 

An American, Andrew J. Ingersoll (1818-93), is credited by 
A. A. Brill (19) as having had shrewd insights worthy of com- 
parison with Freud. Herman Melville, in the opening paragraph 
of Moby Dick, shows his understanding of aggression as a moti- 
vation for depressions. Oliver W. Holmes, Sr., in his novels has a 
- number of suggestive ideas which have been studied by C. P. 
Oberndorf. Many others could be cited: I. Kant, J. Braid, Feuch- 
tersleben, Wetterstraud, Hering, André Gide, Bergson, E. Mach, 
Leibnitz, De Biran, Eduard von Hartmann, and Samuel Butler, but 
no further purpose would be served. R. Dalbiez (27), in an am- 
bitious two-volume work which claims to distinguish between a 
legitimate psychoanalytic scientific method and an unwarranted 
Freudian doctrine, has numerous historical references of interest. 

Spinoza (1632-77) is the philosopher who deserves much more 
attention because he anticipated many of our modern thinkers. 
More specifically, B. Alexander (1) points out that Spinoza’s ideal 
for humanity is identical with Freud’s therapeutic goal, namely, 
the rule of intellect over emotions. In the compactly written five 
books of the Ethics, Spinoza, like Freud, essays the foundation 
of a synthetic psychology, in which the total picture of a living 
man is more important than dissection of individual elements, 
such as perceptions. Freud’s conception of “health” is the equiva- 
lent of Spinoza’s freedom, virtue, bliss, or happiness. These co- 
incidences are not merely verbal tricks, for we find in both writers 
an interest in the same operations. While Spinoza did not outline 
the concept of an unconscious as such, he discusses its operation 
in the sections on memory in terms familiar to Freudians by 
linking it directly to the affective life of men. The concept of 
repression is clearly described in Part III (Proposition 12). He 
also described ambivalence and the dynamic transformations of 
the “affects” (Parts III and IV). His strict adherence to the prin- 
ciple of psychological determinism and the pleasure-pain prin- 
ciple, together with the expositions on striving for insight and the 
goal of preserving the personality, adequate and inadequate ideas, 
and frustration as a source of aggression will be easily recognized 
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by students of Freud. It is curious, as B. Alexander (1) points out, 
that Freudians have not explored the relations between Spinoza 
and Freud more thoroughly; for example, it seems probable that 
the “conatus” of Spinoza is similar to the libido theory (9, 121, 
136). 

INFLUENCE OF PSYCHOANALYSIS ON PSYCHIATRY 


The magnitude of the influence of psychoanalysis on psychia- 
try is remarkable, since the number of those who have declared 
themselves officially as followers of Freud is barely more than a 
handful; the total membership of the International Psychoana- 
lytic Association in 1937 was 564; the membership in the Ameri- 
can Psychoanalytic Association in 1950 was only 446. It becomes 
even more astonishing when it is recalled that even today the 
great majority of psychiatrists all over the world are in public or 
private institutional practice, primarily concerned with the care 
of psychotic patients. 

Before 1900 very few psychiatrists were in private ractice for 
the primary purpose of psychotherapy. Few were able or were 
permitted by circumstances to carry out intensive, long-term 
psychotherapy with individual patients suffering from psychoses, 
severe neuroses, or psychosomatic disorders. Few, therefore, 
could gather the specialized data which are essential to provide a 
foundation for theories of perception, learning, memory, and 
motivation and to expand the frontiers of psychiatry. Although 
Webster (1941) defines psychiatry as “the medical specialty that 
deals with mental disorders” and although most laymen believe 
that psychiatrists are primarily engaged in individual psycho- 
therapy, an actual survey does not support this belief. For ex- 
ample, in the “Review of Psychiatric Progress, 1946” (124) the 
seventeen topics discussed in review articles range from heredity 
and eugenics to occupational therapy and psychiatric education; 
yet they include no reviews of psychotherapy, group therapy, 
drug therapy, hypnoanalysis, or psychoanalysis. The problems 
of general psychiatry, centering largely around the institutional 
care of psychotic patients, continue to dominate the field, to the 
neglect of individual psychotherapy of nonpsychotic patients. 
To be sure, the social and financial burden caused by institution- 
alized patients is enormous and deserves major attention. But it is 
also true that the number of ambulatory patients who require 
psychiatric care has grown to unprecedented proportions, and 
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they, too, deserve consideration. The fact that, at lessee private 
practice is highly attractive has induced a considerable number 
of young men to specialize in this area. However, the current 
practice of general psychiatry remains grossly heterogencous. 
Tt has been well described by N. D. C. Lewis: 

Present day psychiatry is an odd mixture of internal medicine, neurolo- 
gy, psychology, clinical testing, “psychosurgery” and various drug assaults 
on he personality, mental hygiene, philosophical speculation and the pseu- 
doscientific diagnoses applied by those who operate on the margins of the 
speciality [88, p. 1]. 


While both psychiatry and psychoanalysis are intimately con- 
nected with the study of Be acting, and feeling, particu- 
larly of people with emotional difficulties, the difference between 
the two disciplines will perhaps become clearer if we remember 
that Freud saw general psychiatry as the gross anatomy of human 
behavior, psychoanalysis as its microscopic anatomy (43). 

Geal psychiatry is also concerned with other subjects, such 
as descriptive or, and phenomenology, heredity and eu- 
genics, neuropathology, biochemistry, endocrinology, electroen- 
cephalography, epilepsy, neurosyphilis, toxic-organic disorders 
including alcoholism, geriatrics, mental deficiency, psychomet- 
rics, psychosurgery, physiological treatment of the neuroses and 
psychoses, family care, industrial psychiatry, and many others 
which are of only incidental interest to psychoanalysis. On the 
other hand, general psychiatry has only secondary interest in 
many technical problems of experimental psychology, education, 
penology, sociology, social psychology and social anthropology, 
economics, mythology, language, literature, aesthetics, and other 
interests of normal man which are of primary importance to psy- 
choanalysis. 

Psychoanalysis has been variously defined as follows: 


1. A research and therapeutic method discovered by Freud. 

2. The body of facts discovered by this method. 

3. The theories arising from these facts, especially those concerned with 
the unconscious, with repression, substitution mechanisms, instincts, infan- 
tile sexuality, resistance, dream interpretation, transference, and counter- 
transference. 

4. The interpretation of facts from other sources in the light of these 
theories. 

5. An attitude toward human behavior (a Weltanschauung). 

6. A unified psychology of human behavior, normal and abnormal, in- 
cluding the development of the personality. 
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Further definitions of psychoanalysis may be found in this book 
as well as elsewhere, but considerable semantic skill is required 
to avoid misunderstanding. This difficulty must also be kept in 
mind while studying the ways in which psychoanalysis has influ- 
enced psychiatry. Another, and not the least, of the barriers to 
tracing these influences is the strange fact that many persons den 
the origin of their ideas because the concepts of psychoanalysis 
have become commonplace. To explain how this came about is a 
necessary part of our task here. 

An examination of psychiatric books and journals published 
before 1900 and of non-Freudian literature published before 1920 
quickly reveals their limitations. They contain innumerable de- 
tailed descriptions of human behavior but no explanation of how 
people become mentally ill because of their emotional conflicts. 
These descriptions, separating various reaction types, furnish an _ 
essential preliminary step toward further accurate investigation. 
But little or no attention was given to the possibility that a pa- 
tient’s depressive or obsessional state could be the inevitable con- 
sequence of his psychological turmoil. Because such severe clini- 
cal states seemed foreign to ordinary human behavior, the belief 
prevailed that they must be due to some defect in the organic 
physiological apparatus, much like those clinical states caused by 
toxic drugs, general paresis, or epidemic encephalitis. 

Like the seven blind men describing the elephant, the early 
authors reported innumerable clinical fragments but failed to dis- - 
cover their unified meaning and thus made the total problem only 
the more unintelligible. Much time can be spent, for example, in 
charting accurately the 24-hour sleep rhythms of a patient and 
. observing meticulously how sleep disturbances can be influenced 
by various sedatives. Such information, however, collected with- 
out references to the underlying causes, represents a waste of 
scholarship. It is good energy spent in collecting trivia. This infor- 
mation acquires meaning only when the sleep data and the drug 
barriers are understood as an index of the underlying struggle of 
the patients’ self-esteem with acute self-criticism, remorse, guilt, 
ambitions, and the like. If, in addition, the ph sician can explain 
this meaning to the patient in a manner which can with reason- 
able surety either increase or decrease the patient’s favorable re- 
sponse to sedatives, then and not until then has he demonstrated 
a superior insight into the patient’s problems and increased his own 
power to help (146). To add another example, descriptions of 
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eccentric gestures and bizarre posturing may help identify cate- 
gories of behavior, and such categories may at times be useful - 
in prognosis or in the choice of the most desirable means of treat- 
ment. 

In pre-Freudian writing it was only rarely understood that 
such queer actions were intelligible, specific symbols of distracted 
thinking and feeling. Furthermore—and this is of the utmost im- 
portance—these ego-alien actions, as well as normal behavior, can 
be understood in terms of ordinary, everyday concepts and com- 
mon-sense logic if we understand that current motivations grow 
out of internal and external pressures and the development of the 
patient since his birth, Once the various internal and external 
forces are so understoood, a co-ordinated developmental sequence 
can be discerned which gives the clue to many of the mysteries of 
psychoses, perversions, neuroses, criminality, and other expres- 
sions of a disturbed person. Irrational behavior was found in many 
instances to be intelligible in terms of developmental anomalies, 
conflicts, fixations, regressions, and similar psychological trans- 
formations, without the need to postulate some unknown organic 
process the presence of which could not be demonstrated. 

While Freud and some of his students did not believe that all 
behavior was ‘rasa nea determined, especially in the psy- 
choses, they opened a wide field for intensive study by their ob- 
servation and free association techniques which are of unparalleled 
value in eliciting direct information from patients. But the lan- 
guage developed to describe this broad area of observation was 

new and strange, and many critics were at first unable to see the 
value of the new concepts. Today, however, there is general 
agreement among psychiatrists and psychologists that the Freud- 
ian model of the ego and of its growth through experience, the 

_ Freudian theory of the genetic-dynamic evolution of the person- 
ality, and his hypotheses concerning the unitary principles of 
dreams, delusions, hallucinations, aberrant conduct, and symptom 
formation are the best available. Painstaking clinical and experi- 
mental verification by experts in experimental and social psychol- 
ogy, social anthropology, and similar disciplines has shown the 
original, daring observations of Freud to be accurate, and his ten- 
tative concepts to be extremely useful. 

Revisionists, whatever their background, are now paying trib- 
ute to one or another of his basic theories, especially that of an 
active unconscious, for it was this theory which opened up a field 
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heretofore unknown to science and only inadequately described 
by poets and philosophers, the field called by Spinoza “of human 
bondage or of the strength of the emotions.” It was this theory 
which made it possible to study and understand the therapeutic 
properties of love and the destructive properties of hate, to ana- 
lyze motivations, and to enter the unknown terrain where memo- 
ries operate almost unchanged throughout a man’s lifetime. The 
world of symptoms, character disorders, dreams, and kindred phe- 
nomena now become intelligible and thereby slowly but erly 
accessible to a more rigorous examination by criteria and methods 
outside psychoanalysis proper. 

Psychiatrists, stimulated by these techniques, especially dream 
interpretation and the observation of strictly determined recur- 
rent action patterns, began to make freer use of their imagination, 
to see more deeply into their patients without flinching, to give 
voice to the distress they saw without surrendering their ideal of 
an orderly and systematic investigation of human behavior. Un- 
like earlier static models of central nervous system activity and 
unlike the limited activities of a hypothetical laboratory man, 
these new dynamic views made sense in explaining the relation of a 
man to his family and the family as a meaningful unit in pam 
Psychic determinism and the pleasure-pain He ag made equally 
good sense when applied to groups. Freud, far from being a teach- 
er of the anarchic, demonstrated order and significance in a uni- 
verse which all too often seems chaotic and arbitrary. He gave 
man a chance to study himself in ways which were not known 
before, and thereby the opportunity to plan and carry out meas- 
ures which will bring closer his heart’s desire. 2 

Yet all these techniques, even if reasonably well perfected for 
rearing healthy children adaptable to the needs of the twentieth 
century (including perhaps even the ability to find ways to live | 
in peace), will not tell us what our goals are or should be. To 
understand our goals, we need the incessant efforts at reinterpre- 
tation of the best people in the culture, by whatever ideal “the 
best” are defined (Plato, Buddha, Lao-tse, Christ). Although 
Freud is called the “Darwin of the mind” for filling in the evo- 
lutionary gap and although his theories may be used as data in 
constructing new designs for co-operative enterprise, it 1s by no 
means an ethical system which he developed. y ; 

The revolutionary changes in attitudes toward mental diseases 
and in the methods of investigating them due to Freud’s influence 
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received further support from other major contributions to the 
concepts of Pong determinism. These contributions be- 
come more clear when contrasted with the work of one of the 
leading pre-Freudian thinkers, Emil Kraepelin (1855-1926). 
Though a gifted clinician and experimentalist, especially in physi- 
ological psychology, Kraepelin did not understand the psycho- 
logical cyathita which influence the unique, individual man. 
’ Utilizing the methods highly approved in his time, “the Era of 
Systems,” he collected innumerable data from thousands of life- 
histories to determine what they had in common; but he failed to 
emphasize sufficiently the crucial fact that content was of more 
importance than appearance and that many psychological states 
in one man can be altered. He was interested in the form, the 
external appearance, of the illness, not the content of the patients’ 
ai eee acne Convinced of the organic causation of mental 
disease, he tried to apply the clinical methods of the eighteenth 
and nineteenth centuries. Kraepelin’s studies were enormously 
popular with biological scientists, because they supported the be- 
lief that mental diseases would be amenable to study and treat- 
ment, much like physical trauma and the infectious diseases. 
Although Kraepelin had many critics among contemporary gen- 
eral psychiatrists, it was not generally recognized that he had to 
overlook many facts because they did not fit into his system. 
The revisions of Eugen Bleuler (1857-1939) and Adolf Meyer 
(1866-1950) showed much more awareness of psychological de- 
terminants in most mental disorders and of the importance of total 
central nervous system activity. After them has come a large and 
„growing literature substantiating the thesis that psychiatry, in- 
cluding psychoanalysis, has a firm place in medicine in the area 
now called “psychosomatic medicine.” The rich clinical material 
now becoming available through the detailed correlation of psy- 
`- chological observation and physiological activity as seen in gastro- 
_ intestinal, circulatory, nutritional-metabolic, and endocrine func- 
tions Dissen the day when physicians can investigate “total func- 
tion” much more meticulously than is possible today. General 
psychiatry and psychoanalysis, as well as medicine and surgery, 
are both expanding widely because psychotic mechanisms are 
now being described which were not envisioned several decades 
ago. The psychiatric components in organic disease and their role 
in complicating convalescence are under sharper scrutiny than 
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ever before, and consequently there is today a greater promise of 
benefit to the patient. : 

Another contribution of psychoanalysis to psychiatry and allied 
disciplines is the far-reaching study m ee of the observer- 


‘therapist upon the patient (rapport, transference) and of the 


reverse relationship (countertransference) in a long-continued 
therapeutic association. Astronomers, physicists, and psycholo- 
gists have struggled with numerous practical difficulties presented ` 
in experiments by the introduction of errors through the oper- 
ations of the observer, but psychoanalytic technique compels a 
uniquely searching inquiry into the subtle interactions between 
two persons in an intimate experimental situation. Operations 
which heretofore unaccountably altered the execution of experi- 
ments could for the first time be identified and explained as result- 
ing from the unconscious attitudes of either person or from an 
interaction between them. Furthermore, it is now appreciated that 
even the original choice of experiments by the scientist may con- 
tain an undefined bias which is significant in terms of unconscious 
operations (17). 

Thus psychoanalysis has furnished new experimental methods 
and has recorded verifiable material, which enable both biological 
and social scientists to gain new insights into the classical prob- 
lems of their fields, insights which cannot be overlooked in future 
conceptualization. Cross-fertilization and “feed-back” mecha- 
nisms are now at work among all disciplines; and we may expect 
that the next half-century will see advances that justify the hope 
that man can improve his self-understanding and self-control suf- 
ficiently to prevent racial suicide. 


METHODS oF INFLUENCE 
Psychoanalysis has influenced psychiatry directly through the 
usual Et eee of professional communication: meetings, text- 
books, journals, and monographs. At the same time, it has had an 


_ even greater impact upon popular thought through the media ~ 
= of mass communication, such as popular magazines, newspapers, 


radio, movies, and literature. The realization that mental disorders” 
can be understood in common-sense terms and be successfully 
treated created a growing demand by the public for psychoana- 
lytic therapy, which encouraged many younger psychiatrists to 
study psychoanalysis seriously as the most comprehensive way 
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to help sick people. This general interest in psychotherapy has 
a older standards of medical and nonmedical practice and 
presages a generation of more skilled practitioners. While the total 
effect of widespread public pressures on psychiatrists is difficult 
to assess, the pressures will probably continue to exert a most’ 
powerful influence upon psychotherapists, most of whom will 
find themselves unwittingly employing Freudian concepts learned 
from nonmedical or even popular sources. 

The demands of society on medicine vary with the acuteness 
and magnitude of the social problems. In primitive settings, trau- 
matic surgery, care of infectious diseases, and obstetrics were pri- 
mary requirements. In our complex urban culture, with its con- 
flicts, society demands a more inclusive system of therapy, one 
which makes understandable and treats the less obvious traumata, 
This social need is undoubtedly a factor in the current public 
interest in psychiatry. A second factor which leads the public 
toward what may be called “psychological thinking” can be seen 
in the development of tine thought since Darwin, which 
views man as a biological organism and, as such, bound firmly to 
his environment. If emotional disturbances are caused by an 
environment that we can control, it follows that the disturbances 
can be prevented or cured, Finally, the emotional crisis precipi- 
tated by the two world wars accelerated the need for therapy 
and made possible propaganda directed to the general public, 

Attitudes toward human mentality are colored by group opin- 
ions (mores) of ancient origin and powerful influence which 
offer dogged resistance to new hypotheses that make men un- 
comfortable. Examples of such hypotheses—and such resistance— 
cited by Freud are the Copernican revolution, which took from 
man his anthropocentric orientation, and the Darwinian hypothe- 
sis, which asserted that man was an animal, akin to other animals, 
thereby adding “biological humiliation to the cosmological in- 
sult” Gey Unless we can view the development of these intel- 
lectual EM in depth and over a considerable span of time, it 
is difficult to avoid errors. Although the goal ae science is to 
obtain data the validity of which is independent of their origins, 
it is necessary to examine the genesis of an idea in order to under. 
stand its proper place in current affairs. 

Psychoanalysis grew up in the era of expansion of science, 
receiving much support from it and also supporting science, in 
turn, by feeding back leading concepts. The gains now being 
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consolidated, especially in the social sciences, form a bulwark 
which should make unnecessary any retreat from the pragmatic 
position to an “idealistic” one, even though there is ie that 
exponents of “idealism” are growing in influence in the postwar 
period (Toynbee, Sartre, Kafka, pan spon Freud pointed 
out that special resistances against psychoanalysis were to be 
expected because it brings man face to face with the dread fact 
that his most highly prized function of thinking is partly a result 
of basic body needs, developing biologically under the influence 
of an external environment (49). Because the subject matter of 
psychoanalysis is the irrational in man, many critics mistakenly 
claim that the methods and data are also nonlogical. Freud is at 
the same time accused of being a mechanistic materialist without 
regard for the spiritual in man and, paradoxically, accused also of 
being the proponent of a subjective, nonmechanistic, irrational 
system. Both these views will be refuted as the data accumulate 
to even more impressive proportions and as corroborative evi- 
dence is supplied from the biological and social sciences. 
Alexander summarizes this picturesque conflict in Our Age of 
Unreason: . 
Undoubtedly Freud’s life work, psychoanalysis, arose from the same 
opposition [as Shaw, Wilde, Sorel, Pareto, Nordau] to the self-deceptive 
ideology of the Victorian era, but his writings represented a fundamentally 
different attitude. The Viennese giant had the courage not only to explore 
the irrational and asocial emotional forces of man’s unconscious, but also 
to devise a method by which they could be brought under rational control. 
To Pareto, the origin of rationalization was unknown, He did not see thata 
person is impelled to rationalize, i.e., to conceal his asocial tendencies from 
himself and others because of an inclination within himself to disallow such 
tendencies, This social drift within the personality cannot be disregarded, 
for it alone makes social life and the improvement of human relations pos- 
sible, Social progress can be achieved only by ri aoe this social self 
and extending its rule over the destructive emotio! forces. Freud’s theory 
is wholly antithetic to Pareto’s in its confidence that human nature can 
be influenced and modified. He insisted that as anatomy and physiolo 
helped combat disease, so a knowledge of the unconscious facilitates the 
cure of mental disorders by influencing personality. This opens up the pos- 
sibility of a peaceful cooperation between men. Freud took the first step 
toward converting the ideal of the Greeks and of Locke, the rule of reason, 
into a scientific reality. The evolution of philosophic thought from Locke 
to Pareto completed a cycle from reason to unreason. Freud began a new 
cycle ona more realistic and scientific level. He was determined that reason 
should rule again and that its reign should be established by the scientific 
study of personality, which will lead eventually to its mastery [3, p- 111]. 
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An improvement in general living conditions will also produce 
the leisure and security necessary to examine the evidence for 
unconscious operations in daily living. A people fighting a war or 
engrossed in major materialistic expansion is not primarily inter- 
ested in psychological operations, even though these are basic to 
their eventual survival and success. Alexander quotes the maxim: 
“First live; then philosophize” (3, p. 7) as a summary of the phi- 
losophy of our pioneer civilization. 

In view of the cataclysms that have struck many of the con- 
victions and faiths by which we live, it is difficult to attempt at 
this time a more comprehensive evaluation of the influence of psy- 
choanalysis upon olay: Most observers are too close to the 
events to give an objectively critical opinion. 

Since psychiatrists pursue different functions, they tend to 
form ee roups around kindred interests. This leads to 
unfortunate professional fragmentation and intellectual isolation. 
It will require much tolerance to counteract this tendency to iso- 
lation, especially between the organically minded and the psycho- 
logically minded, and also between the different schools among 
the psychologically minded. But we need the clash of opinions to 
stimulate the more vital activities in a field of thought. Contro- 
versy is the life of science. Clinicians progress more rapidly if they 
check their methods and results with one another and, so far as 
possible, with basic scientists in both the biological and the social 
sciences. Three examples among many will illustrate the need for 
intra- and shterdisctphinary communication. 

Alcoholism is a complex personality disorder requiring many 
data to permit even preliminary generalizations. Numerous work- 
ers are studying it from widely varying points of view; yet their 
publications reflect little cross-examination. For various reasons, 
psychoanalysts have not distinguished themselves in the treatment 

. of alcoholics, yet their reports on the psychodynamics and treat- 
ment of alcoholism are highly informative, suggesting that better 
techniques may be developed (26, 93). Even if orthodox analytic 
techniques are relatively too expensive or too slow, it is worth 
while to study analytically the effective group-therapy methods— 
including the well-known Alcoholics Anonymous and the new 
groups for drug addicts and obese persons. 

Analysts have long been chided for their lack of interest in psy- 
choses, yet considerable insights in this field have come from the 
beginnings made by Freud, Jung, Bleuler, Abraham, Ferenczi, 
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Tausk, Jones, and Rank. In 1928, Rickman published a mono- 
graph, Development of Psychoanalytical Theories of Psychoses, 
1893-1926 (125), with 495 titles. There have been many more 
titles since 1928, yet some current articles show only a primitive 
grasp of the analytic concepts which are useful in treating suc 
patients. 

Until World War I, neither neurologists nor psychiatrists had 
developed a systematic psychological treatment of persons with 
head injuries or other types of cortical deficit. Patients from 
World War II gave considerable impetus to this field, yet the 
admittedly small but important offerings of the analysts Ferenczi 
and Hollós, Hartmann, Jelliffe, Schilder, and others have not been 
adequately utilized for the purpose of studying ego functions in 
these clinical experimental settings. We must hope that analysts 
will study intensively and systematically the effects on the ego of 
shock treatment, a and topectomy and will make data 
available for further explorations. 


EVIDENCE or PSYCHOANALYTIC INFLUENCE 


Freud and his pupils, including those who, like Jung, Adler, 
Stekel, Rank, and Horney, still retain some Freudian concepts, are 
a powerful source of ideas in the main stream of twentieth-cen- 
tury psychological progress. But we can also note tangible evi- 
dence of the spread of Freudianism in various other ways (74, 
77,143). 

Inspection of a university library revealsseven journals, English 
and German, devoted entirely to psychoanalysis, while thirty- 
seven journals in neurology and psychiatry and sixty journals in 
psychology carry articles on psychoanalysis. The number of sepa- 
rate titles listed in Psychological Abstracts under the heading 
“Psychoanalysis” has averaged over one hundred per year since it 
began in 1927. Thirty-nine textbooks of psychiatry, written by 
nonanalysts, without exception carry sections or chapters on 
Freudian theory and practice. Up to now there has been no gener- 
ally accepted, formal textbook of psychoanalytic psychiatry, al- 
though there are many books which serve this function, among 
them the writings of the well-known older Freudians. Newer 
texts written by nonanalysts carry much more psychoanalytic 
material than did their predecessors. i 

A few quotations from non-Freudian textbook authors will 
illustrate the esteem in which psychoanalysis is held: 
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Using this method [psychoanalysis] he [Freud] and his followers worked 
out the beginnings, at least, of a new system of psychology, which has not 
only had a profound effect upon psychiatry, but upon all contemporary 
thought as well. Today even those psychiatrists who do not accept psycho- 
analysis in its entirety make constant use of its concepts, and all of us, even 
without knowing it, use many of the ideas and the insights it has given us 
[110, p. 6]. 

No attempt is made in this book to conform to the tenets or the termi- 
nology of any one school of psychology. . . . It is only fair, however, to say 
that as far as its basic principles are concerned modern medical psychology 
owes infinitely more to Freud than to anyone else, and it is impossible to 
give even the simplest definitions, whatever one’s viewpoint, without abun- 
dant borrowing of his conceptions and his very phrases [148, p. 36]. 

It was largely due to Freud and his students that modern psychiatry 
began to recognize the importance of understanding a patient from a psy- 
chological point of view. . . . We are confronted with the interesting spec- 
ulations and observations of Freud and his followers as the most important 
school of psychopathology at the present day....Freud has profoundly 
influenced the treatment of mental disorders by psychological procedures. 
His fundamental technique of mental analysis was an important contri- 
bution to psychotherapy. But his theoretical interpretations never grow 
out of a sound statistical procedure and amount to nothing more than 
suggestions for future scientific investigations [106, pp. 1, 33, 55]- 

Contributions of psychoanalysis have been of considerable importance. 
Even those who bitterly oppose the theory will usually admit that it has 
done much to stimulate study and that it has contributed much to psycho- 
pathology. Many of the mental mechanisms and much of the terminology 
which we use today have arisen from psychoanalysis. It has had its effect 
on literature, drama, art, science and religion. Probably its chief contri- 
bution has been to increase the understanding of the importance of early 
life in the development of personality [94, p. 228]. i 


Similar tributes are found in most of the other texts, including 
seven texts on “abnormal psychology” written by nonmedical 
men. An examination of more than sixty-five general books on 
psychiatry (exclusive of textbooks) reveals that less than five had 
minimal references to psychoanalysis and only two had none. 

More important as an index of the growth of psychoanalysis is 
the increased number of publications. There are only five psycho- 
analytic journals printed in English, but fundamental psychoana- 
lytic work has been published in eighty-six different medical and 
psychiatric journals in the United States and Europe, as cited by 
O. F enichel in his Psychoanalytic Theory of Neuroses. Most 
writers agree that the quantity of publications about psychoanaly- 
sis is increasingly prodigious, although occasionally someone pre- 
dicts a sudden demise. 
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Both Americans and Europeans have commented upon the de- 
creased activity among Freudians on the Continent since the war, 
but it must be remembered that most of this group were forced to. 
migrate, The 1937 membership of the International Psychoana- 
lytic Association is presented in the accompanying tabulation, to 
give the reader some concrete idea of the number of analysts in 
Europe before the migrations. 


1937 INTERNATIONAL PSYCHOANALYTIC ASSOCIATION 


Unattached (United States). 11 Holland .................. 38 
Boston seyi a aus eet 26 Norway-Denmark ......... 8 
Chicago |... 2: aac) se BE. HBAFISIH A SE EN ah Cyan see 44 
New Yorke ae 76, Switzerland... la na 23 
Philadelphia? © mar ON Apan N ER eee wee eRe 14 
Topeka’) I Hr ı5 Sweden-Finland ........... 7 
Washington-Baltimore ..... 24 Tokyo.................... 9 
Britain ge peeps ee Ozh Vienna A 2 24: He 29 
Israel... 5:11) esses a ene 17 —— 
India '.'. 1 22. ee 56 Total (18 societies)....... 564 
Hungary... (an era, 31 


Between 1910 and 1937 there were fifteen psychoanalytic so- 
cieties in Europe and Asia with a regular membership of 278. 
There were four in the United States with a membership of 126. 
Now there are thirteen societies in the United States, with every 
prospect of more to come. To younger analysts it will be amusin 
to read that, before the June 4, 1920, annual meeting in New York 
City, some members wanted to dissolve the American Psychoana- 
lytic Association because it had outlived its chief usefulness as a 
propaganda organization. It had then but 20 members, several of 
whom lived a long distance from New York. i 

The current United States membership of the American Psy- 
choanalytic Association is less than 500. ‚There are about 225 
training analysts and 650 candidates in training (1 13). The total 
membership of the International Psychoanalytic Association was 
reported at the last meeting in 1949 at Zurich to be about 800 
(126). If the emphasis on quality rather than on quantity of candi- 
dates continues, it is unlikely that there will ever be enough psy- 
choanalysts to do the necessary psychotherapy in the United 
States. Consequently, we need not be surprised if laymen will 
attempt to supply this urgent need. Artists, philanthropists, in- 
dustrialists, critics and journalists, scientists not in the field of psy- 
chiatry or psychology, social workers, motion-picture producers 


526 Dynamic Psychiatry 


and directors, teachers, and a host of others have accomplished 
much in helping the educated layman understand something about 
the irrational in man. 

Another tangible sign of increasing recognition of psycho- 
analysis by the medical profession and by psychiatrists was the 
creation, in 1933, of a psychoanalytic section in the American 
Psychiatric Association, which has a membership of over 6,000. 
This section has always been extremely popular, reflecting the 
active interest of many American psychiatrists in psychoanalysis 
(73, 133, 134). ONG 

The recent spread of psychoanalytic influence through the - 
armed services is another important fact. Representatives of the 
American Psychoanalytic Association, under the chairmanship of 
Richard Frank, of New York City, are compiling a book’describ- 
ing the war services of about forty-seven analysts and listing their 
bibliographies (114). The splendid service record of many ana- 
lysts is gratifying. The story of psychiatry in the Army is well 
told in the book Psychiatry in a Troubled World, by W.C. Men- 
ninger (102). He gives a general survey of all psychiatric activi- 
ties during the last war, as he saw them in the Army, and a survey 
of the importance of psychiatry to the community. Menninger 
was chief consultant in neuropsychiatry to the Surgeon-General, 
United States Army, and attained the rank of brigadier general. 
While his book does not emphasize the importance of psychoana- 
lytic views in the Army, it is evident that a more dynamic ap- 
proach was fostered throughout the war by all the armed services. 
‘The work of John Murray as head of the Air Forces psychiatry 

. and of Roy R. Grinker in one of the chief Army Air Forces treat- 
ment centers is also well known. Many of the young men serving 
under analytically trained psychiatrists were encouraged to con- 
tinue their training on demobilization, so that the analytic insti- 
tutes were flooded with ee after 1945. A number of psy- 
chiatrists who were regular Army, Navy, and Air Forces officers, 
became interested in psychoanalysis and are now completing 
their sets i These men will undoubtedly exercise a large influ- 
ence in the future, The armed services now have a training pro- 
gram in which some of their career officers are permitted ka 
years in which to get psychoanalytic training with official support, 
after they have demonstrated their competence and interest fol- 
lowing several years of service. 

In view of this general growth, it is regrettable that there are 
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many projects in the planning phases of the federal government 
in which een. a have still not joined with teams of other 
scientists for the purpose of improving the operations of the vari- 
ous departments. Unfortunately, it is extremely difficult to obtain 
the services of a psychoanalyst in these projects. In a sense, the 
situation is reversed since the day Freud complained so bitterly of 
his isolation, for now there are many openings in important posi- 
tions, but analysts cannot be obtained, owing principally to the 
public demand for their services in practice. 

Government services other than the armed forces also show 
tremendous interest in psychoanalytic Berka: The United 
States Public Health Service, through fellowships, is encouraging 
psychoanalytic training, and, like the armed services, is providing 
training for their senior staff officers in this field. The Veterans 
Administration likewise is expending enormous sums on training 
for psychiatrists and is doing everything posible to support train- 
ing in psychoanalytic psychiatry. Probably. the largest training 
program in psychiatry ever conceived is being carried on at the 
Winter General Veterans Administration Hospital at Topeka, 
Kansas, under Karl Menninger, where 125 residents were in train- 
ing during 1946-49. HN : 

It is interesting to note that in the planning division of various 
other government and allied services, such as the National Re- 
search Council, the National Military Establishment, and the 
Atomic Energy Commission, a fair number of analysts are on the 
consultation boards. Since less than 8 per cent of the members of 
the American Psychiatrie Association are analysts, it is apparent 
that analysts are doing their share of pele service. But in terms of 
the total need there is still a regrettable shortage. 

Unfortunately, no detailed nepon on the influence of psycho- 
analysis or psychoanalytic psychiatry in industry can be given. 
We have had few specialists in this field. Only one book, Human 

Leadership in Industry, by a lay businessman, Samuel A, Lewi- 
sohn (89), is definitely based upon sy choanalytic principles. A 
cursory acquaintance, however, indicates that the impact is felt 
here as well as elsewhere, and at least in one prominent school, 
Cornell University, there is a psychoanalytically oriented psy- 
chiatrist at the head of the School of Industrial and Labor Re- 
lations. i $ 

The growing influence of psychoanalysis upon the medical 
profession is tangible. Currently more than thirty-four medical 
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schools have analysts as teachers on their faculties, and more 
would be so employed if they were available. Unfortunately, 
only schools in large cities, principally in the northern part of the 
country, have been able to secure analysts. It is unfortunate also 
that current university salaries are too low to induce more of the 
leading analysts to be full-time investigators, scholars, and teach- 
ers. Many advances could be made in the next generation if more 
analysts were to devote themselves wholly to investigation and 
teaching. The recognition accorded to analysts at the present 
time is much greater than had been envisaged by Freud. Doctors- 
to-be are now getting an incomparably better introduction to 
psychoanalysis than did those of twenty years ago. 

Medical schools in cities with psychoanalytic institutes are mak- 
ing use of them to further the training of their residents. In 1945, 
the Department of Psychiatry of Columbia University College of 
Physicians and Surgeons, under Nolan D. C. Lewis, created a sub- 
division concerned with special residency and psychoanalytic 
training for psychosomatic medicine. In 1949 a similar group was 
started at Long Island College of Medicine under H. W. Potter. 
These projects are being carried on successfully with a number of 
leading psychoanalysts on the senior staff. These are the only uni- 
versities which can afford large-scale training of this kind, but a 
number of other universities (Harvard, Cincinnati, Pennsylvania, 
Johns Hopkins, Illinois, Chicago, Pittsburgh) created senior staff 
positions for psychoanalytically trained psychiatrists, to work 
intimately with departments of medicine. These men may or may 
not have a service of their own, but they work in close co-oper- 
ation with the department of medicine and function principally in 
that department. Leading teaching hospitals, like Mount Sinai in 
New York, Michael Reese in Chicago, and Mount Sinai in San 
Francisco, have strong psychoanalytic staffs, while others, such as 
the Mayo Clinic, are acquiring them (113, 134). M. R. Kaufman 
found that 70 per cent of all members of the American Psychoana- 
lytic Association are teaching in medical schools and hospitals, 
schools for social work, and allied fields. Eighteen per cent are 
engaged exclusively as teachers in psychoanalytic institutes and 
training centers, and only 12 per cent are not engaged in any 
teaching (73, p. 2; 72, p- 1). 

In Chicago, the universities of Illinois and Chicago and the 
Michael Reese Hospital, in co-operation with the Institute for 
Psychoanalysis, have formed the Associated Psychiatric Faculties 
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of Chicago. It is hoped that eventually this organization will pro- 
vide means to help physicians obtain training in psychoanalytic 
psychiatry at all levels, including regular residencies, the training 
of medical specialists other than psychiatrists in pscyhoanalytic 
and Pre techniques, and aid research specialists, such as 
psychologists, biochemists, and physiologists, who want psycho- 
analytic training. 

Although there is lack of unanimity among medical social 
workers and psychiatric social workers about all their working 
techniques, most psychiatric social workers favor psychoanalytic 
psychiatry and look to it for guidance. The reports by Marion 
Kenworthy (62, 63) and her colleagues are a good survey of cur- 
rent thinking in this growing field (72). 

Not much can be said about the influence of psychoanalytic 
practice upon psychiatric nursing and, perhaps even more impor- 
tant, upon general nursing, but this influence is certain to make 
itself felt. In the best psychiatric hospitals, which unfortunately 
are extremely expensive, we have excellent examples of psycho- 
analytic principles governing’ nursing practice, by co-ordinating 
ordinary activity with psychological and other therapies, such as 
bibliotherapy, recreational therapy, occupational therapy, and 
hydrotherapy (100, ror). 


PRESENT OUTLOOK 


In the middle of the twentieth century, after fifty years’ matu- 
ration, one can speculate that there is a definite prospect that a 
stable psychoanalytic psychiatry will become the dominant teach- 
ing and therapeutic method, although there will be numerous 
alterations in vocabulary and presentation of material. The essen- 
tial Freudian contributions will remain, however much they may 
be disguised in restatement. With impetus from these ideas, there 
will be much more widespread psychotherapy in all fields of 
human relations, including preventive care for normal people, as 
well as for psychotics, people with character disorders, and erimi- 
nals. On the one hand, the therapeutic practice of psychoanalysis 
will, in the United States, be closely allied to medicine, especially 
with the new drive furnished by the common interest in the psy- 
chosomatic approach, while, on the other hand, psychoanalysis 
will be not be submerged by medicine. Psychiatric social workers, 
clinical and experimental psychologists, educators of all types, 
industrial counselors, vocational and religious leaders, artists, phi- 
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losophers, and scholars in all fields of the social sciences will con- 
tinue to expand the independent use of Freudian concepts in their 
work. It is quite likely that after a preliminary period of learning, 
we can look forward to strong experimentation by clinical psy- 
chologists which will be of genuine value in the elucidation of 
problems in memory, learning, emotions, and clinical states. 

The fear expressed by numerous Freudians that the technical 
level of understanding and skill in management of personality 
problems arising in the unconscious will decline markedly be- 
cause of diversion of interest in the analyst is not unfounded. Not 
everyone who tries can be a really good psychoanalyst, nor will 
all those who have the potentiality work at it persistently enough 
to succeed. The temptation remains powerful to make psycho- 
analysis more acceptable to many classes of people, in order to 
obtain intellectual, social, and financial support. The urgent need 
to care for more patients will generate a constant pressure to do 
more superficial therapy, resulting in the neglect of thoroughgo- 
ing analysis. The widespread interests of current analysts guaran- 
tee an active growth, free from provincialism, but it will probably 
be some years before there emerges better theoretical synthesis 
than that stated by Freud. Perhaps we will have a diffuse phase due 
to the diversity of interests, during which the wisdom of Freud 
apparently will be in abeyance. The obscurities caused by this 
manifold unco-ordinated activity may cause the parent-organi- 
zations to crystallize in order to maintain their identity, but we 
can believe with Hanns Sachs (127) that the best in Freud will 
reappear. 

The tribute paid Freud by Thomas Mann (96, 97), one of 
Europe’s leading living man of letters, augurs well for the con- 
tinued growth of psychoanalysis and its influence upon psychia- 
try, not only directly but also indirectly through all phases of 
human relationships. After several generations oF familiarity, we 
can expect much less resistance from people in general and conse- 
quently less need of defensiveness on the part of analysts. 


INFLUENCE or PSYCHOANALYSIS ON PsycHoLocy 


Our survey of the influence of psychoanalysis would be incom- 
plete without noting its effect on the basic science of psychology. 
It is probable that the feed-back from psychology to psychiatry 
in the next half-century will be one of the outstanding features of 
their mutual development. It would be a stupendous task to at- 
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tempt a critical survey of the contents of approximately sixty psy- 
chological journals now being published in English. But we can 
present the views of a few psychologists who have attempted 
summaries. Articles and books by Moore (105, 106), Brown (22), 
Flugel (36), Miller (103), Misbach (104), Murray (108), and 
Rapaport (115-20) will serve as introductions to the student. 
Moore states explicitly how little academic psychology has con- 
tributed to clinical problems or to psychiatry, even though men 
like Kraepelin and Theodor Ziehen based their careers upon an at- 
tempt to establish a basic science of psychology for the purpose of 
furthering psychiatry. As early as 1914, Adolf Meyer at Johns 
Hopkins gave a beginning course in psychology to medical stu- 
dents, for a time in collaboration with such notable psychologists 
as John B. Watson and Knight Dunlap. 

For the most part, general and experimental psychologists have 
not collaborated TAN with analys, but there is evidence that 
this relationship is improving. The possibility of solving both 
theoretical and practical differences between experimental psy- 
chology and psychoanalysis is illustrated, not too successfully, by 
the report of! Sears (133, 134) on over one hundred projects of 
objective studies of Ps choanalytic concepts, and another survey 
on similar studies o ae analytic process itself and of aggression 
and substitution mechanisms. Shakow (135) has examined some of 
the ways in which clinical psychologists and psychiatrists may 
work together in order to overcome the barriers which were out- 
lined by Freud in The Question of Lay Analysis (51). 

Rapaport (118) has attempted to clarify psychoanalytic con- 
ceptions of the thought-processes and of ego function. He mini- 
mizes misinterpretation of psychoanalytic terms by using specific 
quotations from Freud, for example, Freud’s use of the word 
“ideation” for the product of the primary thought process. The 
differences between the primary (“ideation”) and ee 
(“thinking”) processes are seen as differences in delays in gratifi- 
cation and are described genetically, topographically, structur- 
ally, and economically. Rapaport states: “From the biological 
point of view.thinking is experimental action with small amounts 
of energy. Thinking explores the possible pathways of action to 
find the one of least resistance, least danger, and greatest direct- 
ness, while preserving almost intact the energy necessary for 
motor action. This formulation integrates the biological advan- 
tage of thinking into the psychoanalytic theory of thinking” (118, 
p. 168). 
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Another important series of studies of psychoanalytic psychol- 
ogy are those of Hartmann, Kris, and Loewenstein (64, 65, 66, 80, 
81, 92); Childhood and Society (35) by Erikson includes theo- 
retical and practical contributions on the growth of the ego. For 
educators and therapists Love Is Not Enough (13) by Bettelheim 
and Mental Hygiene in Teaching (122) by Redl and Wattenberg 
furnish concrete descriptions of the treatment of emotionally dis- 
turbed children by utilizing ponents of dynamic psychology. 
The writings of Robert Waelder on paranoid ideas (140) bring 
into focus the strengths and weaknesses of various older theories 
dealing with this subject which will help the clinician as well as 
the theoretician. 

The papers by Bronfenbrenner, Bruner, Frenkel-Brunswik, 
Hilgard, Klein, and Miller presented at the University of Texas 
Clinical Psychology Symposium on Perception will be of special 
interest to psychoanalysts, for these workers present evidence 
that the psychology of personality has received strong impetus 
from psychoanalytic findings and theories (15). It is well doch: 
mented that the relationship of motivation, drives, needs, and 
irrational impulses to studies of perception may be used as a basic 
approach to an understanding of interpersonal relations. The ac- 
ceptance of many psychoanalytic theories by psychologists is in- 
_ creasing. Bronfenbrenner attempts an integrated theory of person- 
ality by utilizing the views of K. Lewin, Freud, Rank, McDougall, 
and Sullivan. The Duke University symposium, published as Per- 
ception and Personality, edited by Bruner and Krech (23), adds 
additional information to this new large development in the ex- 
perimental study of perception. It seems that this field is capturing 
the interest of psychologists as a leading frontier somewhat as did 
intelligence testing after 1916 and projective techniques after 


1940. 

Misbach (104) points out that psychoanalytic psychology has 
done much to ras ae the hirion of FARE eher but 
has not contributed significantly toward a solution of the system- 
atic problems which usually concern academic psychology. It is 
also notable that academic psychology has not contributed much 
to, or modified, the scope OE Py hOla with such exceptions 
as the influence of W. Köhler on T. M. French. Misbach attempts 
a systematic review of the principal themes of the two disciplines 
and finds two major position: with respect to the leading ideas in 
theories of learning. eeper (85) has characterized these as “pe- 
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ripheralist” versus “centralist.” The writings of Hull, especially in 
Principles of Behavior (69), are the best presentations of the pe- 
ripheralist position, and the works of the Gestaltists, such as 
Köhler and Koffka, are used as the best exposition of the central- 
ists. It is clear that the psychoanalytic ideas have much more in 
common with the centralist position. Misbach thinks it unneces- 
sary for psychologists to attack many of the Freudian ideas con- 
cerning maturational stages of instinctual development or the re- 
lated theory of polymorphous infantile sexuality. He is more con- 
cerned with examining the area of ego psychology, used in the 
broadest sense to designate organized behavior. He discusses the 
various types of etiologic traumata, such as associated or coinci- 
dental events, seduction in childhood, frustration, and emotional 
atmosphere, and then raises the question of whether there is a psy- 
choanalytic theory of learning. An answer is attempted by stating 
that the theory of learning must be based ppan evidence concern- 
ing factors found to be necessary, not merely sometimesapparent- 
ly operative, in learning. By searching the hypotheses of “the . 
wreckage produced by the fantasy theory,” he finds that Freud 
did have a solution which has not been recognized or has been 
underestimated. Freud created, virtually de novo, the first natural- 
istic system of dynamic psychology, and he did so under the 
heavy handicap of the mechanistic philosophy of the nineteenth. 
century: 

The clue for solution is Freud’s final definition of the ego as organi- 
zation, or system, and as the locus of learning. As has yet to be shown 
more fully, no matter in what direction the origin of fixation is pursued, 
ego or pre-ego organization is found to be prior to and the basis of the 
fixation-process. It is merely a restatement o! the priority of organization 
or structure to point out that closure, or insight, is found to be always and 
necessarily operative. This fact which, considering its dramatic first dis- 
covery in the operation of fantasies, should have been remembered has 
been often overlooked, presumably because of uncertainty as to its theo- 
retical significance [104, p. 149]. 


Misbach concludes: 


To a considerable extent we are indebted to psychoanalysis, to Gestalt 
theory and to related developments in psychology for the understandin; 
which have thus far been achieved. We are also much indebted to phi- 
losophy, and to accumulated educational and other social experience. But 
the need remains great indeed for improved educational practices and 
implementing general principle for learning theory. No matter how con- 
venient for scientific rigor a fragmentary principle may be, it would seem 


534 Dynamic Psychiatry 


the part of wisdom not to sacrifice a comprehensive bio-social view in our 
quest for guiding theory [104, p. 155]. 

A graphic summary by a psychologist-physician, H. A. Mur- 
ray, is of interest: 

In the short history of abnormal psychology there is no one to compare 
to Freud. His contribution covers more than half the field; and today 
a therapist who attempts to get along without him is as helpless as a blind 
man fumbling here and there where others pick their way with some 
assurance. For it was Freud who distinguished the pathogenic forces in 
neurotic illness and showed how their signs could be discovered among 
involuntary processes: dreams, fantasies, free associations, absent-minded 
actions, slips of speech and writing, gestures and emotions, wit and laugh- 
ter, unwarranted interpretations, behavior that is rationalized, accidents, 
creative art. Since inhibited tendencies are universal among men the 
methods and theories Freud devised for the understanding of neurotics 
are just as useful though not so indispensable to the student of normal— 
especially super-normal—individuals. Thus, by revealing the vast realm 
that an over-rationalistic psychology had neglected, Freud pushed back 
the margins of obscurity. The enlargement of consciousness, that was 
Freud’s best gift to man [108, p. 136]. 


INFLUENCE or PSYCHOANALYSIS ON SOCIOLOGY 


Since Freud wrote Totem and Taboo (1912) (52), Group Psy- 
chology and the Analysis of the E go (1921) (44), The Future of 
an Illusion (1927) (42), and Civilization and Its Discontents 
(1930) (41), sociologists have been enormously stimulated to ex- 
amine the family as a sociological unit by studying the emotional 
ties among its members and their relation to the psychodynamics 
of larger groups. Burgess and Locke’s book, The Family (1945) 
(24), describing the transition from an institution to companion- 
ship, illustrates some of the methodological problems. Because 
human experiences studied by psychoana ysts all occur in a social 
context, psychoanalysis is a part of social psychology and to some 
students seems to belong much more among the social than among 
the biological sciences. The progressive demonstration of environ- 
mental factors in the formation of personality and personality dis- 
orders had increased the points of contact between sychiatry 
and sociology, and this is reflected in many sociological publi- 
cations. On the other hand, the writings of such psychiatrists as 
Plant (112), Schilder (129, 130), Fromm-Reichmann (54), and 
Sullivan (138) are samples of psychiatric interest in this growth. 
It is of speculative interest that Sullivan’s writings are “reminiscent 
of the social thought of Cooley, Dewey and Mead” (33). We will 
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cite only one author among several who shows convincingly that 
sociology and psychiatry have many problems in common and 
that a special name, “social psychiatry,” is being used to designate 
the growing specialized knowledge of this field. Dunham’s (33) 
comprehensive study is well documented to show the overlapping 
areas of experimental interest. He believes the leading research 
areas for social psychiatry to be (1) ecology and statistics, (2) 
personality and culture, (3) caste and class, and (4) interpersonal 
relations, The latter includes the subheads: (a) personality organi- 
zation, (b) social interaction relationship, (c) behavioral conse- 
quences, and (d) sociometric developments. Four specific prob- 
lem areas which interest workers in both disciplines are men- 
tioned: (1) follow-up of mental patients discharged from mental 
hospitals; (2) contrasting family psychologies in various societies; 
(3) sociological studies of the development of mentally disturbed 
children, including schizophrenics; and (4) institutional studies, 
utilizing newer techniques from psychoanalysis, sociometry, and 
social psychology (3 3). 


Tur INFLUENCE or PSYCHOANALYSIS UPON ANTHROPOLOGY 


In no field are the productive working relationships more fruit- 
ful than those between anthropology and psychoanalysis. The pio- 
neering efforts of Franz Boas, Ruth Benedict, Margaret Mead, G. 
Röheim, and Edward Sapir, supported by the work of C. Kluck- 
hohn, G. Bateson, G. Devereux, E. Erikson, R. Linton, A. Kar- 
diner, C. DuBois, E. Fromm, F. Alexander, and Dorothea Leigh- 
ton, give promise of a flourishing collaboration from which will 
come a synthesis rather than a juxtaposition. Psychiatrists will 
benefit from the work of anthropologists in the search for con- 
crete evidence of the causes of mental disorders. It is worth noting 
that after Freud’s opening of the field with Totem and Taboo in 
1912 (52), other analysts, notably Reik, Rank, and Röheim (144), 
and, in the United States, Brill, Coriat, Brown, and Hamburger, 
have published significant observations about nonliterate groups. 
In justice to Kraepelin and others, it should be mentioned that they 
also began the study of a comparative psychiatry, although with- 
out attaining the success of the current workers. Kluckhohn, in an 
exceptionally good review illustrating the diverse forces at work 
and the tremendous changes made through Freud’s innovations, 
pays this tribute: 
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A presentation of this subject matter will be simplified if it is pointed 
out at the outset that American anthropologists have been influenced 
almost exclusively by psychoanalytic psychiatry.... Certainly from the 
study of anthropological literature one gets an overwhelming impression 
that it is only psychoanalytic writers who are extensively read by anthro- 
pologists in this country. One would be hard pressed to discover five 
citations to nonanalytic psychiatrists, with the exception of Rorschach. psa 

Although a few American anthropologists have shown some interest 
in the problems of perception and of intelligence tests, academic psy- 
chology has had a surprising minimum of influence upon anthropology. 
Almost the only concept of any wide currency which has been taken 
over from academic psychology is that of the sentiment (which came 
mainly via Radcliffe-Brown and other British anthropologists). The influ- 
ence of the Gestalt psychology upon Benedict and others may also be 
noted. With these qualifications, it must be said that American anthro- 
pology, for good or for ill, has seemed to find only in psychoanalysis the 
bases for a workable social psychology. 

The generalization may be narrowed by noting that we need say little 
of the older psychiatries which originated in, but diverged from, Freud- 
ian psychoanalysis. Jung is talked about by anthropologists fairly occa- 
sionally, and one sees references to his work, cially to the personality 
types, now and then. Radin discussed the are of Jung’s theories 
for ethnology and predicted that Jung would have a greater influence 
than any of the scientific group. This prediction has thus far notably 
failed of justification. Jung’s systematic influence in this country in con- 
trast to Great Britain seems to have been restricted to one psychiatrist 
who used ethnological data and published in anthropological media. Of 
Rank there is barely casual mention, and in the professional literature 
I have discovered but three incidental references to Adler. The so-called 
“Neo-Freudians” ( Horney, Kardiner, Fromm, and others) have, as is well 
known, been highly influential in anthropological circles during the past 
few years [75, pp. 589-90]. 

_ There is not uniform agreement among analysts or anthropolo- 
gists about these projects, but the main direction seems clear, in 
spite of strong resistance by more orthodox anthropologists (2, 
128). Occasionally an analyst may not support some of the theo- 
ries of an analytically minded ant ropologist (99). This rejection 
was aided, however, says Kluckhohn, by analysts’ “ignorance or 
failure to discriminate”; and he shows how this came about. He 
lists En on which all anthropologists agree, and he ex- 
presses the hope that psychiatrists will use them to avoid offend- 
ing the anthropologists’ sensibilities. These propositions include 
such items as “ ‘primitive’ societies must not he umped together. 
. . Psychiatrists must cease to equate ‘primitive’ with ‘childlike’ or 
‘archaic.’ . . . The anecdotal approach is worthless. . . . Cultures 
must be regarded as wholes, having organization as well as con- 
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tent. . . . The premises of theoretical arguments must be congruent 
with anthropological theorems. . . . The psychiatrists must acquire 
a fuller control of the relevant anthropological literature than 
they have commonly shown in the past. There must be less un- 
critical use of data, as well as less snatching of data out of context” 
(75, PP. 614-15). i 

The following gains have been made by the psychoanalytically 
oriented anthropologists: (1) In the techniques of field research, 
a completely new conception of the number and character of in- 
formants needed has come as much from psychiatry, especially 
through Sapir (128), as from sampling theory in statistics; and 
(2) new topics have been added to theoretical anthropology. 
Psychiatry is primarily responsible for the granting of False 
nition to interpretative studies of the individual in culture, culture 
and personality, child socialization, transmission of culture 
through child training, the abnormal or deviant person, life- 
histories, culture and motivation, origin of culture in a new sense, 
new attack on configurational analysis (to what degree can we 
understand the plot or theme of a culture by reference to the re- 
current traumatic situations to which the child is subjected in the 
family situation?) and to a different approach to psychosomatic 
problems, such as the relationship of disease pictures to culturally 
determined forms of character structure. 

It is worth pointing out that anthropologists are much more 
sophisticated now about their interpersonal relationship with their 
subjects since they have learned more about how interview tech- 
niques enable them to get anxiety-protected material, even if this 
has not been well written up. “Under the impact of ae 
anthropology has come to recognize the incompleteness of the 
question and answer method. The need for passive interviews, for 
controlled observations, even for simple experiments, for personal 
documents, dreams, fantasies of individuals, and other informal 
materials is now seen by a large number of field workers” (75; 
p- 616). 

New conceptual tools have been added, including such con- 
cepts as ambivalence, identification, and latent content. The great 
mh of such new interpretations in “family behavior, religion, 
clowns and formalized joking, suicide, narcotics, and alcoholism,” 
is being more and more recognized. “In conclusion, it may be 
noted that anthropologists have altered many of their postulates. 
The whole thinking A the individual informant as a cultural 
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specimen has been sharply refashioned. The false antinomy of 
‘the individual vs. society’ is gradually being abandoned. Assump- 
tions as to the relative proportions of irrational, nonrational, and 
rational elements in human behavior have been revised; although 
this last trend was independently forced upon anthropology by 
its own materials, the trend was given increased momentum by 
pressure from psychiatry” (75, p. 617). 


Tue INFLUENCE oF PsycHoANaLysis oN Economics 


In surveying the concrete evidence of the growth of psycho- 
analytic influence, we have selected illustrations from basic fields 
where this influence is maximal and of the utmost importance for 
future growth. We will now discuss the spread of psychoanalysis 
into areas which are relatively remote but which are of interest to 
the general reader. To call attention to a few of the major posi- 
tions in these areas will be of service to the reader as well as do 
justice to Freud. 

The connection between both classical and Marxist economics 
and psychoanalysis may appear tenuous until it is recalled that all 
are concerned with human relationships. Unlike sociologists and 
social anthropologists, most economists make a sturdy attempt to 
minimize the human factors in their investigations, even though 
Adam Smith (1723-90), one of the founders of modern econom- 
ics, wrote extensively on the “moral sense.” He described its evo- 
lution from the “instinct of sympathy” by means of mechanisms 
that psychoanalysts would call identification and incorporation 
into aseries of functions not unlike the Freudian superego (T'heo- 
ry of Moral Sentiments [1759]). This ethical theory is said to be 
in internal harmony with Smith’s famous economic treatise 
“Wealth of Nations” (1776), even though it apparently is con- 
tradicted in part by that treatise. Reconciliation of the differences 
between his ethical and economic position is possible, and in 
the course of lectures including both views, Smith expressed the 
hope that a freely acting evolutionary process would result in a 
large measure of social harmony between ethics and economics, 
although he did not foresee the many barriers to this highly de- 
sirable state, 

A highly gifted modern economist, Thorstein Veblen (18 57- 
1929), who is still considered unorthodox, saw distinetly these 
problems of a m basis of economic theory and also the 
inadequacy of current economic theory which operates with an 
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insufficient psychology. Independent of Freud, he saw the draw- 
backs of older psychological assumptions and favored a new de- 
terministic outlook. Veblen did not believe that superficial mod- 
ernization of the psychological elements in social theo would 
be enough to permit total social theory to maintain a stable iden- 
tity. His proposed solutions are compared interestingly, if not too 
successfully, with Freud’s by Schneider (132). 

Some of the most lively debates about socioeconomic implica- 
tions of Freudian theory have been carried on by writers inter- 
ested in Marxism. The opinions offered vary widely regardin; 
the relationships between psychoanalysis and dialectical ein 
ism. Experts in the latter field are not agreed on the place of psy- 
chology in socioeconomic theory. While most of them hold to 
the primacy of economic determinism or to the thesis that the 
methods by which men make their living is the crucial factor, 
some are not so adamant as others in excluding all other genetic, 
sociological, or anthropological views concerning the formation 
of personality and culture. Freud’s own statements are of interest 
for comparison with his critics. While he modestly disclaims any 
competence in this field, he offers his lay opinion that other 
forces are important in the historical process, e.g., social differ- 
ences arising from original differences between early tribes and 
races; psychologically the “amount of constitutional aggressive- 
ness and also the degree of cohesion within the horde, and mate- 
rial factors, such as the possession of better weapons, decided the 
victory. ... The strength of Marxism obviously does not lie in its 
view of history or in the prophecies about the future which it 
bases upon that view, but in its clear insight into the determining 
influence which is exerted by the economic conditions of man 
upon his intellectual, ethical and artistic reactions. A whole col- 
lection of correlations and causal sequences were thus discovered, 
which had hitherto been almost completely disregarded. But it 
cannot be assumed that economic motives are the only ones 
which determine the behavior of men in society” (47, PP- 242, 
243). 
Pannekoek’s early exposition of “Society and Mind in Marxian 
Philosophy” (111) is a sober statement probably acceptable to 
many psychiatrists. By distinguishing between a crude material- 
ism and historical dialectical materialism, he shows that there isa 
definite place for a strictly deterministic re ony in socio- 
economic theory. Customs, traditions, an amily folklore and 
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practices are viewed as real events which exert concrete, specific 
influence upon personality growth. Apparently the concept of 
an active unconscious is accepted by him with insistence that a 
person’s ideas are the result of his whole experience, past and 
present, with the citation from Marx that consciousness is deter- 
mined by the activity of a man in the real world. 

This relatively early appraisal was followed by articles more or 
less critical of Freud from R. Osborn (109), F. H. Bartlett (6, 25 
8), J. Wortis (147), and J. Marmor (98), and defenses by J. F. 
Brown (22), D. Rapaport (117), J. T. Stone (137), J. Furst 
(55), and L. Schneider (132). While the details of this involved 
controversy cannot be recounted here, the summary by Stone 
will serve as a useful introduction to the inquiring student. Law- 
rence Kubie (82), writing of the relation of psychoanalysis to 
political reforms, also cites a reference to “Lenin’s caustic criti- 
cism of certain types of blind radicalism (86).” With increased 
understanding in either camp of the concepts and methods em- 
ployed by the other, there will be a more accurate definition and 
appropriate discussion of the real issues. 

Perhaps examples from another field will furnish perspective. 
The fallacy of the either-or position in facing the heredity- 
environment or mind-body dichotomies will be evident from the 
following statements by R. W. Gerard, in answer to the question 
of what determines the sex of an organism: 

The answer will be different quantitatively from case to case, probably 
all the way from 99% to 1%. You recall that heredity “completely” de- 
termines sex; two X chromosomes give a female and one a male, But let me 
also remind you that environment “completely” determines sex; frog eggs 
that normally develop into 50% males and 50% females, can be diverted 
to 100% male or 100% female by changing the concentration of salt in the 
solution in which they are kept [57, p. 163]. 


Human relationships provide a deceptive field for quick gen- 
eralizations and uneasy certitudes, which are in need of sound 
evidence. From this evidence will evolve a firm basis for opinions 
about biological determinants and their constant interaction with 
environmental processes. Facts, not strident humorless debate, 
will be the final criteria. 


INFLUENCE OF PSYCHOANALYSIS ON RELIGION 


F reud in his two essays, The Future of an Illusion (1927) (42) 
and Civilization and Its Discontents (1930) (41), established a 
position which is of importance to the over-all picture of the 
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growth and development of psychoanalysis. Briefly, Freud de- 
scribes religion as a man-made system of relations based upon his 
infantile fears. Obviously, this opinion conflicted with established 
religion, causing much discussion of this problem, especially after 
the end of World War II. It is impossible in a brief space to give 
an adequate synopsis or even a thorough bibliography of the 
problem, but a few pointers show the major importance of the 
teachings of Freud in this field (29, 90, 91, 149). From a collec- 
tion of essays by a number of experts in various fields, entitled 
Psychiatry and Religion (91), one can get an understanding of 
some of the basic questions from the point of view of this group 
of men who are representative of a good part of the an 
Joshua Liebman and his colleagues saw he importance of psy- 
choanalysis, although they felt that its teachings did not go fk 
enough, because they did not really deal with the problem of an 
ethical and religious orientation. No attempt will be made in this 
summary to reconcile the various differences, since the problem 
is far too complex for a brief analysis. Suffice it to say that Rabbi 
Liebman, after a close scrutiny, the result of which can be seen in 
his book, Peace of Mind, decided that “wherever religion and 
psychiatry can work together to take a broken, disunited, dis- 
ordered personality and bring unity into it, there an act of reli- 
gion is being performed” (90). The moderate position taken by 
E. Fromm (53) may be of interest in this connection. 

To those unacquainted with the current writings on this sub- 
ject, it may seem paradoxical that so-called “materialistic” psy- 
chiatrists can discuss, on a practical working basis, problems com- 
mon to them and to the minister and priest. The solutions at the 
present time seem numerous and are not being automatically 
rejected by practical therapists as poor substitutes for either a 
materialistic philosophy or an adherence to an orthodox religion, 
even though skeptics on both sides are not convinced. Some of 
the most severe critics of psychoanalysis come from orthodox 
groups; yet within these same circles are scholars with a sympa- 
thetic interest, as at the Department of Psychology of the Uni- 
versity of Montreal. The brilliant summary of Reik (123) will 
fascinate those who feel that the churches are trying to put psy- 
choanalysis into their service to the detriment of analysis. Much 
tolerance and more study will be needed to resolve these classic 
tribulations of mankind. 

Not only the Protestant and Hebrew churches have shown an 
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interest in the development in psychiatry with its new insights 
into their pastoral obligations. There has been splendid co-opera- 
tion between psychiatrists and Catholic institutions in a number 
of cities in the United States. All this quiet, healthy, and con- 
siderable growth is not always understood, in view of a few 
trends to the contrary. Without debating the virtues of the posi- 
tion of the most vocal critics, we can state that a number of dis- 
tinguished Catholic psychoanalysts and psychiatrists did not 
agree with them and issued public replies. Perhaps more signifi- 
cantly, the national Catholic weekly, Commonweal, published a 
strong editorial stating that Catholics need not reject analysis 
(95). This challenging editorial, written by a Catholic working 
with the Veterans Administration, defends what he considers 
good in the Freudian theory while reserving the right to criticize 
what he thinks is poor. It is interesting that he strongly supports 
the fact and the importance of the unconscious and the Freudian 
descriptions of such mechanisms as projection. He states “Freud- 
ians can teach much regarding the entire role of family figures in 
the upbringing of a child. They have studied these matters in- 
tensely, whereas our ascetical literature echoes the monastic 
viewpoint of life in the religious community” (95). He makes 
the point that psychoanalysis is not a threat to family life but 
rather the most thorough preparation for parenthood in this age 
of anxiety. 

It is probable that all resident psychiatrists will have the in- 
creasing obligation of a bowing acquaintance with these ques- 
tions, however remote they may seem to them after long training 
in physical methods. 

The reading lists cited in a handbook for pastors, Problems in 
Religion and Life (16), written by a leading educator in this 
field, Anton T. Boisen, who has worked for many years at the 
Elgin State Hospital, Illinois, will furnish the beginning student 
with a splendid introduction. Boisen has a select bibliography in 
the areas of principles of social inquiries, psychology, sociology, 
social surveys, social psychology and personality, social philoso- 
phy, psychology of religion, sociology of religion, religious edu- 
cation, and psychopathology, including delinquency and child 
guidance, psychotherapy and counseling, and social work. The 
texts are, by and large, the standard writings acceptable in any 
medical school and university in the country. Special attention is 
called to the work of George A. Coe, Psychology of Religion 
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(25), since this is probably one of the best presentations of the 
field and will help the student gain basic orientation. A recent 
book which is finding favor with residents is Freud and Christian- 
ity by R. S. Lee (84). This minister, vicar of St. Mary the Vir- 
gin, the mother-church of the University of Oxford, has a splen- 
did knowledge of Freudian literature and, in a manner parallel to 
that of Liebman and Harry Emerson Fosdick (37, 38), strives to 
reconcile Freudian teaching with Christianity, maintaining that 
psychoanalysis is useful in understanding the teachings of Christ. 
This book has the advantage of being easy to read, although some 
complex aspects of the relation of Freudian psychology to Chris- 
tian ethics are discussed. 

It is a question, of course, whether many of the problems dealt 
with by psychoanalysis are more religious than medical. The re- 
cent growth in popularity in Europe of some Jungian doctrines, 
including a new diagnosis, viz., that of “existential” neuroses, has 
not influenced the bulk of American psychiatrists or ministers up 
to this time. It is interesting, however, that the proposition arises 
in the troubled postwar period and that numerous solutions are 
being offered. To most physicians the “existential” neuroses are 
reactive or situational processes, firmly rooted in the biological 
hypotheses already described. It is worth while to recall at this 
time that studies on this had been made earlier. Flournoy, a Swiss 
who occupied the first chair of psychology of religion in the 
Faculty of Science at the University of Geneva, recognized both 
the biological postulates and the presence of the unconscious as a 
source ae, piety. Such outstanding scholars of the psychology of 
religion as Neeser, Bergner, and Maeder also support this position. 


INFLUENCE OF PSYCHOANALYSIS ON LITERATURE 


For many years psychiatrists have been interested in the artist, 
the nature of his productivity, and the art process, while writers 
have always been interested in human relationships, especially the 
intense feelings, which are also the subject of study by the psy- 
chiatrist. Since the first decade of the twentieth century, there 
has been apparent a tremendous impetus toward psychoanalysis, 
so that in one form or another its presence is noticeable in the 
majority of contemporary writers and hence in the general read- 
ing population. This fact underlines the difficulty in tracing in- 
fluences, since many psychologists, psychiatrists, and other schol- 
ars are subjected to these ideas without being aware of it. The 
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dissemination of Freudian ideas among authors is described at 
length by Hoffman (68), who turns the spotlight in the general 
discussion upon James Joyce of Ireland, D. H. Lawrence of Eng- 
land, Sherwood Anderson and Waldo Frank of the United States, 
Franz Kafka of Czechoslovakia, and Thomas Mann of Germany. 
The bibliography of over three hundred articles and books makes 
this an excellent introductory volume because of its clarity and 
economy. The student will not be satisfied with Hoffman’s inter- 
pretations at many points, but the multiplicity of references will 
enable him to go on with his own explorations with greater ease. 

The exposition of Conrad Aiken as contrasted with D. H. 
Lawrence will be of considerable value to the beginner. Hoffman 
prints part of a letter from Aiken which is worth quoting: 

For me, [Freud] still fits admirably in such philosophic order as I find 
necessary—a belief in the evolution of consciousness, awareness, as our 
prime gift and obligation, and a Socratic desire to get on with it at all 
costs [68, p. 288]. 


Aiken makes the point that he was profoundly influenced by 
Freud: 

... but so has everybody, whether they are aware of it or not. How- 
ever, I decided very early, I think as early as 1912, that Freud, and his 
co-workers and rivals and followers, were making the most important 
contribution of the century to the understanding of man and his con- 
sciousness; accordingly I made it my business to learn as much from them 
as I could [68, p. 280]. 


Ludwig Lewisohn also has his place, especially for his defense 
of monogamy in the novel Stephen Escott (1928). It should be 
pointed out that Lewisohn, in spite of his admiration for Freud, 
makes it very clear that he thinks psychoanalysis can help only 
individuals and has very little chance of helping the mass, because 
knowledge and science are insufficient for this purpose. Like the 
Marxists, he thinks that something more is necessary to remedy 
the ills of society, but, instead of the Marxists’ economic revolu- 
tion, Lewisohn advocates an ethical rehabilitation. He is strongly 
concerned with the problem of Jewish culture for this purpose. 
He believes that Jews bring to scientific discipline a cultural 
vision and spiritual awareness which comes from their race. 
Freud, as we know, did not believe that the analyst can transcend 
the limits of his science and was against both Jung and our own 
J. J. Putnam, of Harvard, for trying to make more out of analy- 
sis than he thought it could be. These men have something in 
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common with those Catholics who see in psychoanalysis useful 
tools for individual therapy but who also are quick to point out 
that religion has higher purposes than individual therapy. It is 
interesting that in a sense the criticism of Freud here is that 
analytic practice does not go far enough, whereas many writers, 
especially psychologists, complain because it does not go any- 
where at all. Some analysts with a broader social point of view 
advocate studying larger social units and their influence on the 
individual ego. 

Other writers who are important in the study of psycho- 
analysis are Thomas Mann, Henry Miller, Dylan Thomas (the 
young Welsh poet, who writes in the vein of Joyce or Waldo 
Frank), Graham Greene, Joseph Freeman, and Arthur Koestler, 
but this by no means exhausts the list. These writers furnish evi- 
dence that the Freudian hypotheses have infiltrated deeply into 
our culture. 

Hoffman, after his extensive book-length examination, makes 
the following judgment: 


The great debt which modern writing owes to psychoanalysis has been 
recognized by creative artist and critic alike. In no other period of liter- 
ary history has there been so great an interplay between aesthetic endeavor 
and scientific research. For this and many other reasons, it has been of 
great advantage to explore the meaning of that exchange of disciplines. 
But one must not vid the temptation to exclude other important influ- 
ences upon our age, or to neglect the importance of the aesthetic position 
itself, I should like, therefore, to suggest briefly in a final chapter that Freud 
shares his position with a number of other important and influential men 
and to summarize his relationship with them and with the thought and 
culture of the twentieth century [68, p. 308]. 

In this patternless pattern of our twentieth century Freud occupies a 
peculiar position. He is professedly and avowedly a scientist. But his sci- 
ence deals with the very sources of irrationality—or, if ys prefer, with 
the areas of man’s affective life which have most definitely been excluded 
from rational and traditional consideration. Having reopened the debate 
on the actual motives of behavior of all types, he has had repeatedly to 
assert that his discoveries and conjectures do not warrant either un- 
grounded pessimism or unrestrained irrationality. We should return with 
renewed confidence to the scientific instruments of reason, he tells us; 
the constructive work of the ego must go on. License and imprudence 
may set back its work, or nullify it, with dangerous consequences for 
society and the human soul. Science has dispelled many illusions, Freud 
says; but the worst illusion of all is that the renunciation of science and 
of the reason is either good or safe. Our survey of the career of Freudian- 
ism in the twentieth century ought by now to have demonstrated to us 
that Freud’s caution has seldom been observed, that he has himself been 
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accused of sponsoring and favoring the very attitude he has condemned 
[68, pp. 312-13]. 

Though a number of studies of the relation between psycho- 
analysis and art have been made, the complexities are far from 
being understood. Daniel E. Schneider’s The Psy choanalyst and 
the Artist (131) makes a tentative exploration into the nature of 
genius, its development and essential attributes, its dangers and 
advantages. Using basic concepts of Freud, Schneider attempts to 
develop a theory of aesthetics. There are sample discussions of 
the various resolutions of the oedipal conflict in Sophocles’ plays, 
Delacroix’s Journal, the germ of Chagall, Picasso, and Van 
Gogh, two plays by Arthur Miller, and Shakespeare’s Macbeth. 

Lionel Trilling in The Liberal Imagination (139) includes an 
essay on “Freud and Literature” and one on “Art and Neurosis” 
which delimit the value of Freudian interpretation of works of 
art and negate the thesis that all artists are “sick” but give full 
credit to Freud’s conception of the structure of the mind. He 
states: 


For, of all mental systems, the Freudian psychology is the one which 
makes poetry indigenous to the very constitution of the mind. Indeed, 
the mind, as Freud sees it, is in the greater part of its tendency exactly a 
poetry-making organ. This puts the case too strongly, no doubt, for it 
seems to make the working of the unconscious mind equivalent to poetry 
itself, forgetting that between the unconscious mind and the finishe poem 
there supervene the social intention and the formal control of the con- 
scious mind. Yet the statement has at least the virtue of counterbalancing 
the belief, so commonly expressed or implied, that the very opposite is 
true, and that poetry is a kind of beneficent aberration of the mind’s right 
course, 

Freud has not merely naturalized poetry; he has discovered its status 
as a pioneer settler, and he sees it as a method of thought. Often enough 
he tries to show how, as a method of thought, it is unreliable and ineffec- 
tive for conquering reality; yet he himself is forced to use it in the very 
shaping of his own science, as when he speaks of the topography of the 
mind and tells us with a kind of defiant a ology that he metaphors of 
space relationship which he is using are ey. most inexact since the mind 
is not a thing of space at all, but that there is no other way of conceiving 
the difficult idea except by metaphor. In the eighteenth century Vico 
spoke of the metaphorical, imagistic language of the early stages of cul- 
ture; it was left to Freud to discover how, in a scientific age, we still feel 
and think in figurative formations, and to create, what psychoanalysis is, 
a science of tropes, of metaphor and its variants, synecdoche and me- 
tonomy, 

Freud showed, too, how the mind, in one of its parts, could work with- 
out logic, yet not without that directing purpose, that control of intent 
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from which, perhaps it might be said, logic springs. For the unconscious 
mind works without the syntactical conjunctions which are logic’s es- 
sence. It recognizes no because, no therefore, no but; such ideas as simi- 
larity, agreement, and community are expressed in dreams imagistically 
by compressing the elements into a unity. The unconscious mind in its 
struggle with the conscious always turns from the general to the concrete 
and finds the tangible trifle more congenial than the large abstraction. 
Freud discovered in the very organization of the mind those mechanisms 
by which art makes its effects, such devices as the condensations of mean- 
ings and the’ displacement of accent [139, pp. 52-43]. 


This brief survey does not permit the inclusion of philoso- 
phers, but a work by Langer, Philosophy in a New Key: A Study 
in the Symbolism of Reason, Rite, and Art (83) has numerous 
ideas which suggest a kinship with Freudian concepts, although 
there is no specific effort to demonstrate this relation. Her insist- 
ence that the “new key” (symbolic transformation) in hiloso- 
phy is really new and that it changes the questions in phi osophy 
deserves further examination. In this book, as in some others men- 
tioned earlier, we catch glimpses of the philosophy and psychol- 
ogy of the future. 
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Gompution neurosis, 94, 127-30 
and the anal phase, 77 
Compulsions, in postencephalitis, 236- 
3 
Condttionin 
and experimental neurosis, 493 
and repression, 31 
Confidence, development of, 66 
nflict 
intrapsychic, 70 
structural, 73 ; 
Conscience; see Superego 
Constipation, 386-87 
Constitutional factors ; 
in neurosis, 140 
in personality development, 167-68 
Conversion hysteria, 125-27, 371-72 
ego defenses in, 122 
and expressive innervations, 380 
symptoms, 15-16, 373-74, 379 
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and vegetative neurosis, 374-76 
and vegetative symptoms, 373-74 
Corrective emotional experience in 
psychotherapy, 32, 319-20, 354-56 
Countercathexis, 54, 57 
Countertransference, 29, 339-44, 519 
Counting compulsion, 128 
Creativity 
cultural influences on, 431-32, 436-37 
need for study of, 433 
Crime, and unconscious guilt, 133-34; 
see also Delinquency 
Crying, in infancy, 64, 65, 176-78 
Cultural attitudes, and ego defense, 
119-20 
Cultural change 
and ceremonies and myths, 414-17 
and childhood experience, 414-16 
and neurosis, 440-41 
Cultural forms, as survival patterns, 
435-36 
Cultural learning, and growth se- 
quences, 421 
Cultural pattern, and social change, 


407 
Cultural systems, as expressions of 
traumata, 434 
Culture 
anthropologist’s view of, 402 
and character formation, 420-25 
consistencies in, 424-25 ; 
meaning of, 440 
pathology of, 433 
and personality, 25-27 
and psychosis, 281 
and superego formation, 93 
as a system providing growth, 436 
Curiosity 
intellectual, 84 
sexual, 84, 136, 185 


Dead, ambivalence toward, 411 
Death instinct, 17, 46-48 
Defense mechanisms, 12-16, 77 
in adolescence, 97 
against aggression, 119-20 
and anxiety, 321-24 
in anxiety neurosis, 122 
in conversion hysteria, 122 
and cultural attitudes, 119-20 
in the latency period, 191-94 
in neurosis, 119 
in neurotic depression, 130 


in obsessive-compulsive states, 128, 
129 
in phobias, 122 
Delinquency 
in the latency period, 94, 198-99 
neurotic, 133 
Delusions, 52, 54, 288, 289-90 
persecutory, 290-91 
in schizophrenia, 292 
Demand-feeding, 174 
Democracy, personality structure in, 
26-27 
Denial, 77, 84 
in childhood fantasy, 188 
repression as, 118 
Dependence 
in infancy, 21-22 
in the transference, 33, 34 
Dependency drives, 318 
Depression, 295; see also Involutional 
melancholia 
anaclitic, 172 
anal disturbance in, 275 
hostility in, 276, 297 
language in, 279 
and manic reaction, 279-80 
in middle age, 277- 
and mourning, 297 N 
neurotic, 130-32 
omnipotente in, 277, 280) 
onl: tion in, h 
wi ranoid trends, 278 
kt Paano, 280 “i 
eo: see Psychotic depression 
reactive; see Reactive depression 
shock therapy in, 27° 
therapy in, 276-79 
Deprivation, maternal, 172-73 
Development, meaning of, 63 
Diabetes mellitus, 390-91 1 
Diagnosis 
in childhood disorders, 204-5 
clinical, 310-12 
estimation of fixation in, 329-3! 
estimation of regression in, 329-31 
evaluation of environmental factors 
in, 313-14 EUR 
evaluation of psychodynamics in, 
313-27 > 
enetic, 327-32 
a radial pacts 307-8 
psychologist’s role in, 456-57 
relation of, to therapy, 312 
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Diarrhea, 381, 386-87 
Displacement, as an ego defense, 13 
Doll play, in the latency period, 91 
Domination, in animals, 500-501 
Dream censor, 35-37 
Dream work, 36-39 
Dreams, 35-39 
effect of psychosurgery on, 234-35 
Freud’s theory of, 35-39 
as hallucination, 288 
interpretation of, 5, 35-39 
as mastery, 142 
problem-solving function of, 37-39 
in the study of primitive cultures, 
429-31 
m amane a 1 STN 
use of, in psychotherapy, 361 
as wen Flat, Hee 
Drives, 45, 46, 47, 48 
Drug addiction, 134-35 


Economics, and psychoanalysis, 538-40 
Economy principle, 11 
Education, as preventive psychiatry, 
442743 N 
"Ego A 
defense mechanisms of; see Defense 
mechanisms — 
definition of, 9 
differentiation of, from id, 67, 68 
in dynamic diagnosis, 313-14 
effect of psychoanalytic therapy on, 
32 
functions of, 9-12, 51, 117 
in hallucinations, 288 
integrative capacity of, 30 
integrative function of, 51, 371 
and mental disease; 12 
in neurosis, 29, 117-18, 119-21 
and perception, 376 
« in psychoses, 71, 258-59, 298 
and repression, 30, 118 
in schizophrenia, 294 
in traumatic neurosis, 142 
in war neuroses, 143, 145-46 
weakness of, 285 
Ego boundary, 54 
Ego cathexis, 53, 54 
Ego development, 182, 221 
in adolescence, 95, 96-97 
during anal phase, 72~73 
dynamics of, 21 ‘ 
impairment of, 71 
in infancy, 65-68 
in the latency period, 88 


Dynamic Psychiatry 


Ego drives, 45 

Ego function, 531-32 
in the brain-injured, 229-30, 231 
influence of psychosurgery on, 233- 


34 
influence of shock therapy on, 240- 


42 
Ego ideal, 60 
Ego instinct, 16 
Electroconvulsive therapy, 239, 241 
in depression, 277 
Emotional needs, in animals, 498-99 
Emotional states, and physiological re- 
sponses, 376, 378 a 
Emotional vulnerability, 140, 147 
in children and animals, 490-91 
Emotions 
and instinct, 264 
physiology of, 382-83 
Empathic process, in therapy, 314-17 
Rba mechanisms; see Hormonal 
mechanisms 
Environmental factors 
evaluation of, in diagnosis, 313-14 
in personality development, 169-71 
Environmental manipulation, in psy- 
chotherapy, 320, 348 
Epilepsy, 225-27 
psychotherapy in, 226 
Erogenous zones, 45, 68 
Eros; see Life instincts 
Erotic drives, 48, 49 
Erotomania, 291 
Estrangement, 54, 55 
Estrogen phase, of sexual cycle, 101-2 
Exhibitionism, 136 
“Existential” neurosis, 543 
Experimental neurosis, 485, 492-93 
Pavloy’s concept of, 493-94 
Expressive innervations, 379 


Fainting, 388-89 
Family 
in American culture, 93 
child’s relationships in, 78 
isolated, 410 
in primitive societies, 408-11 
Fant 
cultural allowance for, 437 
in the laten riod, 2 
Fatherhood, tee a 
Fatigue, 391 ` 
Fear, definition of, 58 
Feeding difficulties in infancy, 178-80 
Female psychology, 101-5 
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Female sexuality; see also Sexual cycle 
in women 
in anal phase, 78 
Freud’s theory of, 80-81 
in oot’ phase, 80-82 
in phallic phase, 79 
at puberty, 95, 101 
Fetishism, 137 
Fight-flight impulses, in traumatic neu- 
roses, 153-54 
Fixation 
definition of, 11 
estimation of, in diagnosis, 329-31 
hysterical, 58 
Free association, 5, 8, 166 
described before Freud, 510-11 
Freud 
as neurologist, 217-18 
precursors of, 508-13 
teachers of, 509-10 
Freudian concepts, general acceptance 
of, 516-17 
Frigidity, 394 
Futurity orientation, 262-63 


Gastric secretion, and oral cravings, 
384, 386 

Gastrocolic reflex, in diarrhea and 
constipation, 386 

Gastrointestinal disorders, 385-87 

Gastrointestinal symptoms, in infancy, 


o 
Gegenbesetzung; see Countercathexis 
General adaptation syndrome, 383 
Genetic diagnosis, meaning of, 327-28 
Genital phase, 96 
Genital primacy, 100 
Genital sexuality; see Maturity 
Gestaltists, 533 
Gifted, the, need for study of, 434-35 
Girl; see Female sexuality 
Goal-directed activity, 48 
Group psychotherapy, 360 
in psychoses, 293 
Growth sequences, and cultural learn- 
ing, 421 
Guilt 
defenses against, 15 
in war neuroses, 151 
Guilt, unconscious, and acting-out, 
133-34 
Habit formation, 173 _ 


Hair twisting and pulling, 185 
Hallucinations, 52, 287-89 
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Hand-washing, compulsive, 128 
Head injuries, 228-31, 523 
Headache; see Migraine 
Heterosexual desire, in the sexual cy- 
cle, 101 
Hoarding, in rats, 489-90 
Homeostasis, 9-10, 47, 48, 322-23, 371 
Homosexual impulses, in schizophre- 
nia, 272-73 
Homosexuality, 137 
case of, 138 
among the Tatmul, 419 
in primitive cultures, 417 
Hormonal mechanisms 
in the sexual cycle, 101-2 
in stress, 383 
Hospitalization, indications for, 344 
Hostile incorporation, in infancy, 70 
Hostility 
in the anal-sadistic phase, 73, 77 
in depressive reactions, 276, 297 
in instinct theory, 17 
in war neuroses, 151 
Humor, 61 , 
Hyperactivity, in the latency ‘period, 
195 
Hypertension, essential, 384, 388 
dynamic diagnosis of, 337738 
Hyperthyroidism, 390 
Hypertonia, 236 
Hypnosis, 41-43 + 
in brain-injured patients, 227 
in psychoanalytic therapy, 27» 28 
Hypnotherapy, 360 
H hondriasis, 131 
YP Schizophrenia, 293 
Hypoxia, 239 
Hysteria, 41-43, 121-27 ; 
conversion; see Conversion hysteria 
and the oedipal complex, 87 
repression in, 119 
Hysterical fixation, 58 
Hysterical pain, 375 


Id, 50-51 
definition of, 9 
and the ego, 67, 68 
Identification, 11, 59, 60” 
with the a or, 87 + 
as an ego defense, 13 
in infancy, 65 n. 
with the opposite sex, 86-87 
in psychotherapy 354 
Illusion, 287-88 
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Impotence, 393 
diagnosis of, 329-30 
in old age, 109 
Incorporation 
hostile, 70 
learning as, 69 
Independence, development of, 26-27 
Individualism, and child-rearing meth- 
ods, 93-94 : 
Indulgence, in early childhood, 174-78 
Industry, influence of psychoanalysis 
on, 527 
Inertia principle, 11, 173 
Infancy, 64-71 
ambivalence in, 70 
dependence in, 21-22 
ego develennen in, 65-68 
feeding difficulties in, 178-80 
ointestinal symptoms in, 70 
identification in, 65 n. 
vegetative nervous system in, 70 
Infant, relationship of, to mother, 68- 


Infant care, in primitive cultures, 421- 
25 ¢ 

Infantile sexual theories, 84 

Infantile sexuality, 16, 68-83; see also 
Anal phase; Oedipal phase; Phal- 
lic phase 

as surplus ener; 
Infants, individual differences in, 65 
Inferiority feelings, defenses against, 


15 
Inhibition, in war neuroses, 144 
Insight, through psychotherapy, 32, 
319-20 
Insight therapy, in traumatic neurosis, 
162 
Instincts 
concept of, 263, 264 
ego, 16 
Freud’s theory of, 16-17 
theory of, 16-21 
Institutionalized children, 69 
Insulin shock therapy, 238-42 
eae principle, 44 
Intellectual curiosity, Freud on, 84 n. 
“Intellectual” process, in therapy, 314- 
15, 317 ; 
Intelligence tests, 465, 466-67 
International Psychoanalytic Associa- 
tion, 513, 525 Ei 
Interpretation 
in psychoanalytic therapy, 32 
use of, in traumatic neuroses, 162 
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Interview, frequency of, in psycho- 
therapy, 33-34 

Introjection, 60 

Introversion, in women, 102 y 

Introversiveness and hallucination, 289 

Involutional melancholia, shock ther- 
apy in, 345-46 i 

Isolation, as a defense mechanism, 14 

Isomorphism, 292 


“Jack and the Beanstalk,” 416 
Japanese culture, 26 


Klein, Melanie, method of, 166 
Korsakoff’s syndrome, 227-28, 237-38, 
322-23 


Language 
body, 76 
in depression, 279 
development of, 74-76 
in schizophrenia, 279 
Latency period, 88-94 
aggression in, 197-98 
causes of emotional problems in, 193 
common neuroses in, 199 
common symptoms in, 191-200 
conduct problems in, 196-99 
defense mechanisms in, 191-94 
definition of, 190 
delinquency in, 94, 198-99 
ego development in, 88 
fantasy in, 90-92 
hyperactivity in, 195 
infantile phenomena in, 193-94 
motor disorders in, 194-96 
in primitive societies, 92 
psychoses in, 199 
psychotherapy in, 200-204 
sexuality in, 91-92 
stealing in, 88-89 
superego in, 89, 94, 190 
vegetative disorders in, 199 
Leadership, and war neuroses, 143 
Learning 
cultural, 421 
as incorporation, 69 
Learning theory, 214, 532-33 
Leucotomy, prefrontal, 231 
Libido, 16, 45, 46 
Libido theory, 68, 70-71 
Life instinct, 17, 46 
Literature, influence of psychoanalysis 
on, 543-47 
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Loathing, in the anal phase, 77 i 
Lobotomy, 231-34, 346 


Male sexuality, 105-7 
in anal phase, 78 
in climacterium, 109 
in oedipal phase, 80, 82 
in phallic phase, 79 
at puberty, 95-96 
Manic-depressive psychosis 
mechanisms in, 294-99 
shock therapy in, 345-46 
Manic reaction, 296 
relation of, to depression, 279-80 
Manus, infant care among, 422 
Marxism, 538-40, 544 
Masochism, 18-19, 46, 47, 136 
as a defense mechanism, 15 
Mass communication, influence of psy- 
choanalysis on, 519 
Masturbation, 77, 186-87 
Maternal drive, in animals, 499 
Maturation, meaning of, 63 
Maturity 
characteristics of, 24-25 
emotional, 111 
sexual, 100 
Medicine, influence of psychoanalysis 
on, 369-400, 528-29 
Melancholia, 295 
Memory 
in animals, 494-95 
organic basis of, 215 
Menarche, 101 
Menopause, 107-9 
disorders of, 108 
Menstrual cycle; see Sexual cycle 
Menstrual phase, of sexual cycle, 102 
Menstruation, girls’ attitude toward, 
101 
Mental deficiencies, in animals, 496 
Mental disease 
and the ego, 12 
organic causation of, 518 
Mental hygiene; see Prevention of 
emotional disorders 
Mental tests; see Psychological tests 
Metapsychology, 40-61 
Methodology 
in clinical psychology, 478-81 
of psychology and psychiatry, 457- 


58 
Metrazol shock therapy, 241-42 
Middle age, depression in, 277 
Migraine, 389-90 
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Miller Mental Abilities Test, 465 
Mortido, 47 
Mother, girl’s conflict with, 81 
Motherhood, 103-5 
Motherliness, 104-5 

factors in, 64-65 
Mothers-in-law, in primitive societies, 


409. 
Motivation 
physiological determinants in, 216 
universality of, 505 
Motor disturbances, in the latency 
period, 194-96 
Motor expression, as a need, 497-98 
Motor inhibition, 195 
Motor pleasure, in infancy, 67-68 
Mourning, 131 
and depression, 297 
in primitive cultures, 412-14 
Myth, and cultural change, 414-17 


Narcissism, 46, 60 
in cerebral disorders, 226 
in childhood, 172 
negative, 95 4 
primary, 96, 97, 177 
in psychotics, 219-20 
secondary, 96, 97 4 
Nareissistic drives, 318 
Narcissistic libido, 16 


in ee 80 
and object libido, 16-17 
Narcissistic neurosis, and impairment 
of ego development, 71 
Narcosynthesis, 162, 360 
Negativism, 502 
in childhood, 182 
Neo-Freudians, 536 
Neonatal period, 63-64 
Nervous system, autonomic; see Au- 
tonomic nervous system 
Neurodermatitis, 391 
Neurosis, 117-32 
acting-out in, 132-33 
acute, 140 N 
anxiety; see Anxiety neurosis 
characteristic, in different age, 
periods, 190-91 
chronic, 140 
classification of, 119, 121 | 
compulsion; see Compulsion neuro- 
je $ 


é à 


sis 

and cultural change, 440-41 
defense mechanisms in, 119 
definition of, 117-21 


372 


Neurosis-Continued 
development of, 120-21 
ego in,.29, 117-18, 119-21 
experimental; see Experimental neu- 
rosis 
factors in, 140 
narcissistic, 71 
and perversions, 135 
in primitive cultures, 432 
and psychosis, 298 
and psychosomatic disorders, 375-76 
role of traumatic events in, 28 
sexuality in, 21 
traumatic; see Traumatic neurosis; 
war neurosis 
vegetative; see Vegetative neurosis 
war; see War neurosis 
Neurotic character; see Behavior dis- 
orders 
Neurotic conflict, 119 
in “acting-out” behavior, 133 
Neurotic reactions, acute, 140-63; see 
also Traumatic neurosis; War neu- 
rosis 
‘Neurotic symptom, 5, 16, 30, 117, 118, 
371 
acting-out as, 132-33 
and perversion, 135 
Normal behavior, and pathological be- 
havior, 4 
Norms, in psychological tests, 461-62 
Nursing, influence of psychoanalysis 
on, 529 


Obedience, excessive, 183 i 
Object love, 19 
in infancy, 179 
Object relationship, development of, 
6 


Objective thought, in Manus culture, 
423, 437 
Observation, blind spots in, 7 
Obsessive-compulsive states, 127-30 
ego defenses in, 128 
Oculogyric crises, 235-36 
Oedipal complex, 79 
cultural Ten On, 410-11 
and hysteria, 87 
negative, 86 i 
resolution of, 83 
Oedipal phase, 79-88 
anxiety symptoms in, 188-89 
conflicts in, 87-88 
disturbances in, 185 
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Old age, 109-11 
Omnipotence 
in depressive states, 277, 280 
in manic states, 280 
in schizophrenia, 293 
Oral cravings 
and constipation and diarrhea, 387 
and gastric secretion, 384-86 
Oral eroticism, 20 
Oral fixation, in depression, 131 
Oral phase, 68-70, 171 
active incorporative, 70 
influence of, on anal phase, 185 
passive receptive, 70 
Organ neurosis, 374; see also Vegetative 
neurosis 
Organ vulnerability, in psychosomatic 
disorders, 378 
Organic cerebral disorders, 211-54 
Otis Self-administering Test, 465 
Overcompensation, as an ego defense, 
12-13 
Ovulation, 102 


Pain, hysterical, 375 
Paralysis, hysterical, 125 
Paranoia, 52, 53 
Paranoid ideas, 290-91, 292 
Paranoid reaction formations, and anal 
‚Phase, 77 
Paranoid reactions 
in depression, 278 
in schizophrenia, 272-73 
Paraphrenia, 292 
Parenthood; see Fatherhood; Mother- 
hood 
Parents, cultural influence of, on chil- 
dren, 92-93 
Paresis general, 218-25 
ego and superego in, 222, 223 
hypnotism in, 225 
in juvenile cases, 224, 225 
tissue destruction in, 225 
Paretic behavior 
Ferenczi’s theory of, 219-21 
loss of ego mastery in, 221, 222 
psychological determinants of, 218, 
219 
Schilder’s theory of, 224 
Parkinsonism, 235-37 
Passivity 
among the Arapesh, 423 
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in primitive societies, 408 
in women, 102-3 
Pathological behavior, 3-4 
“Patho-neurosis,” 373 
Peck-order, 500-501 
Peeping, in childhood, 188 
Penis envy, 81 
Peptic ulcer, 386 
autonomic nervous system in, 381 
Perception 
as ego function, 376 
in study of personality, 532 
Personality 
“layer” concept of, 323-27 
meaning of, 265 
Personality development, 63-113 
cultural influences on, 25-27 
environmental factors in, 169-71 
factors in, 23-27 
later influences on, 22 
Personality structure 
evaluation of, by psychological tests, 
468, 470-77 
and psychosomatic disturbances, 376- 
77s 378 
Personality tests, 465 
Perversions, sexual, 135-39 
and neurosis, 135 
Phallic phase, 79 
Philosophy, influence of psychoanalysis 
on; 547 
Phobias, 58, 123-25 
in childhood, 188-89 Ld 
ego defenses in, 122 
Physiological processes, and psycho- 
logical processes, 369-71, 384 
Physiological reactions, in emotional 
states, 376, 378, 382-83 
Physiology, and psychology, 214 
Pick’s disease, 238 
Play, as surplus energy, 20 
Play therapy, 359-60; see also Child 
analysis 
Pleasure-pain principle, 10, 46, 47 
Pleasure principle, 71 
Postencephalitis, 235-37 
Preconscious, the, 50, 55 
Pregenital sexuality; see Infantile sex- 
uality 
Pregnancy, 103 
Prenatal period, 63 
effect of, on personality, 171-72 
Prepuberty, 95 
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Prevention of emotional disorders, 440- 


43 
in childhood, 205 
Primal scene, 85 
Primary affect hunger, 499 
Primary needs, in animals, 496-99 
Primary process, 36, 55, 56 
Primitive societies 
family structure in, 408-11 
latency period in, 92 
psychosis in, 432 
Progesterone phase 
and pregnancy, 103 
in sexual cycle, 102 
Projection, 291 
as an ego defense, 14 
Projective tests, 465, 467-68 
in study of primitive cultures, 427-29 
Provocative behavior, as an ego de- 
fense, 14 
Psychasthenia, 3 
Psychiatrist, role of, in child-guidance 
clinic, 451-54 
Psychia r] 
and anthropology, 401-48 
child; see Child chiatry 
“comprehensive,” 257 
current practice of, 514 
difference in viewpoint of, from an- 
thropology, 401-7 
early roblems of, 513 
before Freud, 515-16 
interaction of, with anthropology, 


407-8 f 
Jack of historical data in, 405 
methods of, 457-58 
reventive, 205, 440-43 
and psychoanalysis, 514. 
social; see Social psychiatry 
Psychoanalysis 
and anthropology, 401-48, 53 5-38 
definition of, 514-15 
influence of, 
on animal experiments, 486-88, 491- 
92 
on the armed services, 526 
on art, 546-47 
on economics, 538-49 
on government services, 527 
on industry, 527 
on literature, 543-47 
on medicine, 369-400, 528-29 
on nursing, 529 x 
on philosophy, 547 
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Psychoanalysis—Continued 
and psychiatry, 514 
and psychology, 530-34 
and religion, 540-43 
resistance to, 521 
and social work, 529 
and sociology, 533-34 
Pychoanalytic method, 6-9 
Psychoanalytic publications, 524 
Psychoanalytic societies, 525 
Psychoanalytic techniques, influence 
of, on psychiatry, 517 
Psychoanalytic theory, based on con- 
. cept of “abnormal,” 432-35 
Psychoanalytic therapy, 358-59 
aim of, 28 
of children; see Child analysis 
development of, 28-29 
as emotional reconditioning, 31 
frequency of interviews in, 33-34 
interpretation in, 32 
length of, 34 
overcoming dependence in, 32-33 
- principles of, 28-34 
Psychoanalytic training, in universities, 
528 
Psychodynamics 
asic implications of, 257-62 
in diagnosis, 313-27 
neural explanations of, 257-58 
Psychological Abstracts, listing of titles 
in psychoanalysis in, 523 
Psychological determinism, 517-18 
Psychological experiments, with psy- 
choanalytic concepts, 213, 214, 215 
Psychological factors, leading to psy- 
chosomatic disorders, 384 
Psychological processes, and physiolog- 
ical processes, 369-71 
Psychological testing 
in mental disorders, 460-61 
under stress conditions, 469-70 
use of test battery in, 468, 470-76 
Psychological tests 
aptitude, 465-66 
capacity tests, 464-65 
controls of, 458-63 
effect of age on score in, 460 
evaluation of, 459, 460 
functions of, 464 
intelligence, 465, 466-67 
norms in, 461-62 
optimity of, 460-61 


personality, 465 

projective, 465, 467-68 
Tepresentativeness of, 459-61 

as sampling of behavior, 468, 469 
standardization of, 458-59, 462 


Psychologist, clinical 


diagnostic function of, 456-57 
role of, in psychiatric clinic, 451-54 
training of, 455-56 


Psychology 


abnormal; see Abnormal psychology 
clinical; see Clinical psychology 
methods of, 457-58 

and physiology, 214 

and Wera 530-34 
psychoanalytic, 531-34 


Psychoneurosis; see Neurosis 
~ Psychopathic pemonality, 132-34 

Psychophysical 

Psychosis; see also Manic-depressive 


parallelism, 257 


chosis; Psychotic depression; 
Be, Schizophrenia 

in animals, 495-96 

in childhood, 199 

cultural definition of, 281 

early psychoanalytic literature on, 
286-87 

ego in, 71, 258-59, 298 

“functional,” 256 

group psychotherapy in, 293 

in latency period, 199 

and neurosis, 298 

organic; seesOrganic cerebral disor- 
ders 

organic factors in, 256 

overdetermination in causation of, 
265 

as personality disturbance, 265 

in primitive cultures, 432 

psychoanalytic theory of, 285-306, 
522 

psychodynamic influences on, 258-62 

psychodynamics of, 255-83 

and psychosomatic disorders, 385 

psychotherapy in, 258-59, 265-66, 
270-71, 294, 299-300 

and reality, 281-82 

therapy of, 258-59, 265-66 


Psychosomatic disorders 


early literature on, 371-73 

and emotional states, 376, 378 

and personality structure, 376-77, 
378 

and psychoneurosis, 375-76 
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and psychosis, 385 
psychotherapy of, 395 
specificity of, 377-78 
Psychosomatic medicine, 369-400 
Psychosomatic symptoms, 373-74 
as regression, 382 
Psychosurgery, 231-35 
Psychotherapist 
ambition of, 340-41 
attitude of, 320-21, 324-27 
choice of, 332 
Psychotherapy, 307-66 
in acute neurotic reactions, 160-62 
aim of, 33 
based on diagnosis, 307-8 
based on relief of symptoms, 307-8 
brief, 358 
as change in personality structure, 22 
with children, 200-204; see also Child 
analysis; Play therapy 
collaborative, 348-49 
as corrective emotional experience, 
32, 319-20, 354-56 
dependent on understanding, 317-18 
in depressed states, 276-79 
direct, 349-62 
empathic process in, 314-17 
environmental manipulation in, 320, 
348 
in epilepsy, 226-27 
exploratory period in, 347 
expressive, 357-62 
first interview in, 347 
frame of reference of, 309-10 
group; see Group psychotherapy 
hypnotherapy in, 360 
identification in, 354 
indirect, 348-49 
individualized, 308-9 
insight; see Insight therapy 
limitations of, 331 
narcosynthesis in, 162, 360” 
play; see Play therapy 
practical aspects of, 363-64 
‚rocedures of, 348-62 
psychoanalytic; see Psychoanalytic 
therapy 
in psychosis, 258-59, 265-66, 270-71, 
294, 299-300 
of psychosomatic disorders, 395 
relationship; see Relationship therapy 
resistance to, 338-39 
in schizophrenia, 270-71, 294 299 
and shock therapy, 242-45 


supportive, 350-51 
suppressive, 349-50 
jn traumatic neurosis, 160-62 
“uncovering,” 357-58 
use of dreams in, 361 
of war neuroses, 144, 160-62 
Psychotic par ab 274-80 
anal disturbance in, 275 
electric shock therapy in, 277 
meaning of, 274-75 
self-accusation in, 276 
self-demands in, 275 
symptoms of, 275 
Psychotics 
establishing rapport with, 266, 268- ` 
72, 275, 279, 280 
narcissism in, 219-20 
psychological approach to, 255-56 
Puberty, 94-96 


Rage, physiological concomitants of, 
378 
Rapport 
with depressed patients, 275 
with manic patients, 280 
with schizophrenic patients, 266, 268- 
72, 279 
Rational behavior, and pathological be- 
havior, 3-4 
Rationalization, 4, 13, 521 
Reactive depression, 278 
in animals, 495 
Reality, and chosis, 281-82 
Reality principle, 10, 71 
Reality testing, 52, 53 
Receptive tendencies, in infancy, 68, 
69-70 
Regression, 7 
in anal phase, 74 
in animals, 486-88 
as a defense mechanism, 14-15 
definition of, 11 
in emotional maturity, 25 
estimation of, in diagnosis, 329-3! 
in paresis, 224, 225 
in physiological functions, 373 
ychosomatic symptoms as, 382 
in traumatic neurosis, 144, 153-54 
155, 160 
in war neuroses, 144 
Regressive innervations, 380, 381 
Reizschultz; see Stimulus protection 
Rejection, maternal, 175 
Relationship therapy, 351 


576 
Relaxation, physiological changes in, 
8 


37! 

Religion, and psychoanalysis, 540-43 
Repetition compulsion, 11, 142, 173 
Repression, 4, 43, 49, 50-51, 54-55, 58, 59 

and anxiety, 31 

compared to conditioning, 31 

as denial, 118 

and the ego, 30, 118 

as an ego defense, 12 

and errors in observation, 7 

in Korsakoff’s syndrome, 237-38 

in paretics, 221-22 ~ 

in psychotherapy, 8 

~- _ Spinoza’s description of, 512 

Reproduction, as surplus energy, 20 
Resistance, in psychotherapy, 338-39 
Rhythmic movements, 195- 
“Rooming-in” project, 175 
Rorschach test, 465, 467 

in study of primitive cultures, 427 


Sadism, 17, 46, 47, 136 
Salivation, psychosomatic changes in, 
383-84 
Schizophrenia 
attitudes in, 274 
autistic love affair in, 273 
delusions in, 292 
deterioration in, 293 
ego in, 294 
establishing rapport in, 266, 268-72, 
279 
fear of coercion in, 271-72 
fear of social influence in, 270, 282 
homosexual impulses in, 272~73 
hypochondriasis in, 293 
language in, 279 
mechanisms in, 291-94 
object relations in, 292-93 
erika in, 293 
paranoid reactions in, 272-7 
prelogical thought in, 281 z 
psychodynamics of, 267-74 
psychotherapy of, 270-71, 294, 299 
recovery rate in, 260-61 
transference in, 282, 299 
wish for independence in, 269-70 
as withdrawal from other persons, 
281 
Schizophrenic reactions, in Balinese 
culture, 438, 439-40 
Scoptophilia, 18 
Secondary gain, in war neuroses, 1 55-56 
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Secondary process, 36-37, 56 
Self-esteem, 71 
Self-preservation, and sexuality, 19 
Senescence; see Old age 
Sexual curiosity, 80, 84, 185 
Sexual cycle in women, 101-3, 394 
Sexual desire, in the sexual cycle, 101 
Sexual discharge, and emotional dis- 
charge, 18 

Sexual drive, 45, 46 

in animals, 501-3 

in the male, 105 
Sexual functions, disturbances of, 392- 


94 
Sexual inversion, in primitive cultures, 
4 
EE ANAA 100 
Sexual perversions, 135-39 
and neurosis, 135 
Sexual theories, of children, 84 
Sexuality 
in adolescence, 96-97 
children’s concept of, 84-86 
child’s denial of, in parents, 84-85 
as excess of excitation, 19 
female; see Female sexuality 
infantile; see Infantile sexuality 
in latency period, 91-92 
male; see Male sexuality 
in neurosis, 21 
in oedipal phase, 83 
psychosomatic disorders of, 380 
and self-preservation, 19 
theory of, 17-21 
Shame, in anal phase, 77 
Shock therapy, 238-45; see also Electro- 
convulsive therapy; Insulin shock 
therapy, metrazol shock therapy 
abuses of, 243-44 
contraindications for, 244 
effect of, on intellectual functions, 
244-45 
fear of death in, 240 
indications for, 243-44, 345-46 
need for research on, 245 
psychodynamics of, 240, 346 
psychotherapy in, 242-45 
‚recovery rate after, 260 
Sibling rivalry, 186 
Sickness insight, 202-3 
“Sissy” boy, 188 
Skin diseases, 391-92 
Sleep, in infants, 64, 65 
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Sleep disturbance 
in anal period, 184-85 
in infancy, 181 
Social change, and cultural pattern, 407 
Social forms 
and childhood experience, 414-16 
cultural funcion of, 414 
Social psychiary, research areas in, 535 
Social structure, and personality devel- 
opment, 25-27 
Social work, influence of psychoanaly- 
sis on, 529 
Social worker, role of, in child-guid- 
ance clinic, 451-54 
Sociology, and psychoanalysis, 533-34 
Specificity, of psychosomatic disorders, 
375» 377-78, 385 
Speech; see Language 
Spinoza, influence of, on psychiatry, 
512-13 
Stability principle; see Homeostasis 
Stanford-Binet Intelligence Test, 465, 


466 
Starvation, effect of, on rats, 489-90 
Stealing, in latency period, 88-89 
Stimulus protection, 57 
Stress 
hormonal mechanisms in, 383 
in producing neuroses, 140 
psychological testing and, 469-70 
in war neuroses, 150-52 
Structural conflict, 73 
Stubbornness, in childhood, 182 
Sublimation, as an ego defense, 13-14 
Substitute gratification, 77 
Substitution, as an ego defense, 13 
Sucking, in animals and humans, 497 
Superego, 9, 59-61, 92 
cultural influences on, 93 
development of, 183 
in diagnosis, 313-14 
in latency period, 89, 94, 190 
and oedipus complex, 82-83 
primary, 73, 77 
in psychotherapy, 318-19 
' resolution of, 98 
in war, 141 
in war neuroses, 143 
Superego anxiety, 58 
Surgery, psychological effects of, on 
children, 491 


Surplus energy 
in adolescence, 96 
concept of, 20, 48, 71 


in fatherhood, 106 
in infancy, 67 
in maturity, 24 
in pregnancy, 103 
sexuality x 19-20 
Survival, and cultural forms, 435-36 
Symbiosis, mother-child, 172 
Symbolic thought, cultural allowance 
for, 437-38 
Symbols, 55 
in lan 76 
Symptom formation 
in childhood, 168-71 
in conversion hysteria, 15-16, 373-74, 
379 
neurotic; see Neurotic symptom 
vegetative, 373-74 382 
in war neurosis, 143-44 
Syncope, 388-89 


Talmud, 510 

Tension, discharge of, 48, 49 

Terman-Merrill Test, 465 

Tests, psychological; see Psychological 
tests 


Thanatos; see Death instinct 
Thematic Apperception Test, 465, 467- 
68 


in study of primitive culture, 428 
Therapeutic ambition, 340-41 
Therapeutic attitude, 308, 320-21, 324- 

27 
Therapeutic procedures, 34447 
Therapist; see Psychotherapist 
Thinking, physiological explanation of, 
215-17 
‘Thombsucking, 19, 180-81 
Thurstone Personality Schedule, 465 
Thyrotoxicosis; see Hyperthyroidism 
Tics, 196, 236-37 
Toilet training, 72 

in boys compared to girls, 78 
“Tomboy” girl, 87, 188 
Topectomy, 231-34 
Training analysis, 8 
Transference; see also Rapport, 29 

33339519 

in animal experiments, 485 

dependence ın, 33, 34 

as focus of therapy, 334 

in schizophrenia, 282, 299 
Transvestitism, in primitive cultures, 

417 


578 


Trauma, 494-95; see also Stress, effect 
of, on animals 
reactions to, 151-52 
secondary reactions to, 152 
Traumatic events 


influence of, on personality develop- * 


ment, 170 

role of, in neurosis, 28 _ š 

Traumatic neurosis, 120, 140-63, 230; 
see also War neurosis 

cases of, 147-49 

diagnosis of, 156-57 

dreams in, 157-59 

dynamics of, 153-55 

ego in, 142 

etiology of, 147-50 

external factors in causation of, 151 

factors in, 149-50 

fight-flight impulses in, 153-54 

incidence of, 146-47 

internal factors in, 151-52 

narcosynthesis in, 162 

prognosis in, 159-60 

psychotherapy in, 160-62 

reactions in, 150-52 

regression in, 153-54, 155, 160 

stresses in, 150-51, 155 

in survivors, 146 

symptoms of, 152-54 


Unconscious, the, 50, 55 

discovery of, 3-5 

early proponents of, 510 

methods of study of, 5 
“Uncovering” Psychotherapy, 357-58 
Undoing, 77 j 
United States Public Health Service, 

52 

EN, 392 


Vagal hyperactivity, 381 
Vegetative neurosis 
and hysterical conversion, 374-76 
in latency period, 199 
Vegetative responses, 380-84 r 
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Vegetative retreat, 380-81 
Vegetative sy oa 377-78 


and hysterical conversion symptoms, 
373-74 : 
Vienna school of choanalysis, com- 
pared with Klein’s method, 166 
Vigotsky Test, 465 
Voluntary behavior, psychosomatic 
symptoms of, 379 
Vomiting, 179 , 
hysterical, 126 
Voyeurism, 136 


Vulnerability, emotional; see Emotion- 
al vulnerability 


War, 46 
superego in, 141 
War neurosis, 141-47, 230 
anxiety in, 145 
as conflict between duty and self- 
preservation, 144-45 
ego in, 143, 145-46 
bition in, 144 
narcosynthesis in, 162 
ee aa in, 143 
prophylaxis of, 161 
Psychotherapy of, 144, 160 
ion in, 144 
role of combat in causation of, 1 50, 
151 
role of guilt in, 151 
role of fostiliey in, 151 
role of stress in, 150-52 
secondary gain in, 155-56 
superego in, 143 
symptom formation in, 143-44 
treatment in, 160-62 
Wechsler-Bellevue Intelligence Scale, 
465, 466-67 
Wells Memory Test, 465 
Winter General Hospital, 527 
Withdrawn behavior, in latency, 197 
Word Association Test, 465 
Work, meaning of, to men, 107 
World Test, 440 
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